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The great surgeons of the late nineteenth century faced a 
formidable task in the treatment of rectal cancer. With 
poor anaesthesia and without antibiotics, the removal of 
a pelvic growth and survival of the patient was a tremendous 
achievement. Asepsis was poor, and colostomies were dreaded 
by doctors and patients alike. 

Several surgeons devised and performed operations to 
excise a segment of bowel and restore continuity. Note- 
worthy amongst these was Kraske,' and his approach is 
still used for certain tumours in the sacral hollow. Maunsell? 
in Britain and Weir® in America independently described 
a procedure in which an abdominal operator excised the 
affected bowel, after which a perineal operator pulled both 
ends of cut bowel through the anus to suture them, and 
finally pushed the newly formed rectum back into the pelvis. 
These operations were all technically difficult and did not 
achieve wide popularity. 


Soon after this the work of Miles‘ established the abdomino- 
perineal excision on a sound anatomical and pathological 
basis. He showed that a low mortality and high survival 
rate could be achieved and he also showed that a well-made 
and properly-handled colostomy was no liability. The interest 
in conservative resection died down, and took 30 years to 
revive. In the past decade or two a great deal of work has 
been done to redevelop these operations’? and we can now 
regard resection in continuity as an established operation 
with clear-cut indications. These indications vary according 
to the precise anatomical location of the growth, and we 
can conveniently discuss this in 4 groups: 


ANATOMICAL LOCATION OF GROWTH 


1. The growth is in the ‘recto-sigmoid’ and its lower border 
is at least 7 cm. (3 inches) above the peritoneal reflection. 
After excision of a suitable block of bowel and mesentery, 
an anastomosis can be performed which is entirely intra- 
peritoneal. I have specified 7 cm. to allow for 5 cm. (2 inches) 
clear below the tumour plus 2 cm. (1 inch) cuff for use in 
suturing. It has been shown quite conclusively that local 
intramural spread of adenocarcinoma rarely extends more 
than 5 cm. below the lower border of the main tumour 
mass*: ® and several authorities regard 3 cm. as an adequate 
margin (Pannett,'? Wangensteen,'' Babcock and Bacon"). 
In the male such a growth would be 15 or more cm. from 


the anal margin and in some cases could be better described 
as a sigmoid-colon tumour; but in female patients the 
anterior peritoneal fold may be as low as 3 cm. above the 
pectinate line and a true intra-peritoneal resection may be 
possible with some growths as little as 8-10 cm. from the 
anal verge. The latter resection would admittedly require 
intrapelvic techniques (though in the female the true pelvis 
is usually broad and access relatively easy) but in general 
carry the same prognosis as the intraperitoneal operations 
in the male. 


2. Those cases in whom the growth is less than 15 cm. 
but more than 10 cm. from the anal margin (males). These 
arbitrary measurements include tumours too low for an 
entirely intraperitoneal resection, but high enough to allow 
an adequate resection above the levator ani. In general these 
tumours are only just palpable by digital examination— 
‘growths that are easily felt are too low for anterior resection’ 
(C. Naunton Morgan). It must be emphasized that the 
important assessment in these cases is not the relation of 
growth to peritoneum, but its relation to the levator. The 
puborectalis sling of this muscle is probably the most im- 
portant factor in faecal control,'* and provided the tumour is 
5-7 cm. above the levator an anterior resection is feasible. 

It is in this group of cases that the greatest controversy 
has raged. Several authorities have maintained that below 
the peritoneal reflection lateral spread is an important factor 
and occurs early.'*!® Free communication from the rectum 
to numerous lymph channels in the lateral ligaments have 
been demonstrated by dye techniques, and it has been claimed 
that these cannot be properly cleared away except by a 
combined approach from above and below. The advocates 
of the conservative operation maintain that their resec- 
tions®: 7: !7-!* are as radical as the abdominoperineal resection, 
and that this factor is not relevant to the above discussion 
(although of course it influences the individual prognosis). 
Thus the word ‘conservative’ is used only to indicate con- 
servation of continuity and of sphincteric function. If an 
adequate block of tissue is not removed, a high incidence of 
local recurrence will lead to unsatisfactory results. This 
is not an operation for ‘poor-risk’ patients; they deserve a 
colostomy only, or, if removal of the growth is desirable, 
either a Hartman procedure or a perineal resection should be 
performed. 
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There was no doubt that the first few series of conservative 
resections published did show a high incidence of local 
recurrence. Warren Cole showed the main reason." 
He took swabs of bowel content at operation and found 
neoplastic cells in nearly all those taken close to the site of 
anastomosis. Some of these cells become implanted into the 
suture line and lead to recurrent growth. It has also been 
shown that the act of palpating a tumour causes a shower 
of cells to be liberated into the lumen of the gut as well as 
into the blood and lymphatic streams. For this reason Cole 
advocates that palpation should be gentle, and that as soon 
as possible (a) the venous return should be occluded, and 
(6) tapes should be tied to occlude the lumen of the bowel above 
and below the tumour; this will prevent dispersal of tumour 
cells. In an intrapelvic operation it is not possible to tape 
the gut below the tumour. Instead, we ask a nurse to irrigate 
the rectal stump from below once the right-angle clamp is 
applied (we use one devised by Finch). In all probability 
saline or water would suffice to wash away the cancer cells, 
but for added safety a cell poison such as biniodide of 
mercury is usually employed. This does have the disadvantage 
of causing mucosal irritation, and the subsequent constant 
secretion of mucus while one is attempting an anastomosis 
is a nuisance. However, at St. Mark’s Hospital the evidence 
available suggests that since this measure was employed the 
incidence of local recurrence has fallen considerably.** 


It has also been shown that certain of the organisms 
normally present in the bowel inhibit cancer-cell viability,** 
and that a patient prepared with intestinal antibiotics has 
many more free tumour cells in the lumen than one not so 
prepared. This fact is not significant at present because 
the advantages of a sterile bowel outweigh the potential 
increase in cancer spread. What is more important is that 
the antibiotic should be continued after the operation. 
Apart from the recognized danger of peritoneal soiling 
during operation, there is a very real hazard of infection 
with peritonitis or abscess formation should a leak occur 
post-operatively.2* The colon is notorious for its precarious 
blood supply, especially after this type of operation. The 
danger period is between the 3rd and 7th days, and local 
antibiotic cover during this period should reduce the incidence 
and severity of local necrosis. (The intestinal flora will 
return to normal within 36-48 hours in the absence of anti- 
biotic). 

Recent articles from 2 sources have suggested that lat ral 
spread below the peritoneal reflection occurs no faster an 
spread from an intraperitoneal tumour.” ** Waugh, from 
the Mayo Clinic,’» analysed the results of 105 anterior 
resections and came to the conclusion that the level of the 
iesion did not materially affect the prognosis. There are 
probably a number of fallacies in the interpretation of these 
statistics and the question should meantime remain sub 
judice. 

3. The 3rd group of tumours comprises those which 
are 5-10 cm. from the anal margin. In these cases, both 
male and female, there is usually insufficient bowel below 
the tumour to allow of an adequate resection. One may be 
tempted to skimp on the amount of normal bowel resected 
below the lesion, or on the amount of lymphatico-fatty tissue 
removed in certain patients who already have distant spread, 
but this will too commonly lead to local recurrence and 
renewed obstruction before the distant metastases cause 
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death. The majority of these cases are better treated by 
combined synchronous abdominoperineal excision. If a 
conservative operation is used in the occasional selected 
case, a ‘pull-through’ of the Babcock-Bacon or Maunsell- 
Weir type, which removes most or all of the anorectal mucosa 
is preferred. 


4. The 4th and last group consists of those carcinomas 
which are so low that the sphincter is inevitably compromised. 
Many of these are squamous-cell tumours and require an 
especially wide local excision; inguinal and external iliac 
lymph nodes must be carefully inspected. An abdominal 
colostomy is a sine qua non of an adequate curative operation. 


TECHNIQUE OF ANTERIOR RESECTION 


This paragraph will cover only the general principles and 
for detail the reader is referred to the original articles.5. *4-*7 

Adequate exposure is essential, and the bladder must be 
empty. After general exploration, the first step is to dissect 
and ligate/divide the vascular pedicle. Most surgeons tie 
off the inferior mesenteric artery at its origin. One important 
exception is Marden Black,*® who has recently commented 
on his high incidence of necrosis and slough at the anasto- 
mosis. He thinks it may be possible to reduce this by sparing 
the left colic artery—though he stresses the importance of 
dissecting the lymphatic tissues away right up to the aorta. 
Provided the marginal vessels are intact, tying the left colic 
branch should seldom endanger the blood supply down to 
the sigmoid colon.**: °° By the time the surgeon has finished 
the subsequent dissection and is ready to perform the 
anastomosis, it will be easy to see whether or not the bowel 
is viable. If not, the splenic flexure will have to be mobilized 
to bring the left half of the transverse colon down to the 
pelvis. This is not particularly difficult. 

The dissection of the intrapelvic colon and rectum is 
performed as for an abdominoperineal resection, but care 
must be taken to ligate or diathermize any bleeders because 
oozing will obscure the operative field and good vision is 
essential. The dissection is carried down the side walls of 
the pelvis until these and the levators are clean and exposed. 
At this stage the mesorectum is transected between ligatures 
at the line of resection. 

The technique of restoring continuity will depend on the 
individual preference of the surgeon. D’Allaines employs 
an abdominosacral technique*®: *' in which he exposes 
the lower rectum through a transsacral incision similar to 
Kraske’s in order to finish the dissection and complete the 
anastomosis under direct vision. This approach was also 
used by Finsterer;** the access in difficult cases is easier than 
through the abdomen, and since the approach is above the 
levators, control is not interfered with. D’Allaines admits 
to a fairly high incidence of faecal fistula through this wound, 
but he always performs a proximal colostomy so this is 
seldom troublesome. Babcock and Bacon* prefer to remove 
the whole rectal mucosa in an abdomino-anal approach 
and exteriorize the colon through the anus, either leaving 
it to prolapse rather like a colostomy (trimming it later if 
necessary), Or sewing it to the anal skin at once. Babcock 
used to divide and re-suture the anal sphincter, but this 
caused serious interference with continence and Bacon 
performs the operation without cutting the muscles. Those 
British operators who favour the abdomino-anal approach 
have preferred the Maunsell-Weir type of operation, in 
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which the lower 3-4 cm. of rectal mucosa are preserved. 
This stump is everted and sutured to the colon brought out 
through the same orifice.** The operation is performed as 
a combined synchronous procedure. It gives better control 
and continence than the Babcock-Bacon procedure.** On 
the other hand, Bacon has emphasized (in respect of both 
these patients and abdominal colostomies) that if control 
is not adequate, a daily enema or bowel wash-out is easily 
performed by the patient and is most satisfactory. Once 
empty, the bowel usually gives no further trouble until the 
next day. 

Finally the technique, most popular in England is that of 
anterior resection, the whole operation being done through 
the abdominal incision. This technique and the whole 
question of sphincter-saving operations has been admirably 
discussed in a masterly review by Goligher,> who has a 
tremendous experience in this disease and is a leading ex- 
ponent of sphincter preservation. 


CONCLUSIONS 


Resection of carcinoma of the rectum with restoration of 
continuity is a most satisfactory procedure for any growth 
more than 10 cm. from the anal margin. It may even be 
employed for tumours lower than this under certain cir- 
cumstances. Goligher has recently said:> ‘In my own practice 
and that of most other surgeons of my acquaintance, such 
as Naunton Morgan, Lloyd-Davies and other colleagues . . 
who undertake sphincter-saving excisions, it is only very 
rarely now that any other form of resection is ever used .. . 
Many people imagine that for anterior resection a specially 
long piece of bowel is required in order to reach down 
into the pelvis. This is quite incorrect. As a rule one needs 
no more colon for this purpose than for establishing an 
ordinary left iliac colostomy.’ The operation, if properly 
performed, is just as radical as the conventional abdomino- 
perineal resection; but it does require a little more time and 
patience. The functional result is in general good, and there 
are ways of controlling those cases who do not retain adequate 
continence. By and large, the conservative operation has 
gained favour in most British and American centres (it has 
long been established in Europe), for it does give a better 
psychological and functional result, and in most hospital 
series has produced a lower mortality and morbidity than 
the abdominoperineal excision. Local slough, faecal fistula 
and stricture at the anastomosis site do occur not infrequently, 
but these complications seldom present a serious problem. 
It is hoped that this form of operation will now become more 
popular in this country. 


OPSOMMING 


Aan die begin van hierdie eeu het wetenskaplikes die eerste 
keer ‘n operasie probeer uitdink wat ’n gewas in die rectum 
sou verwyder sonder om die samehang van die derm te 
breek. Hulle moes ook teen infeksie en slegte narkose veg, 
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en hulle resultate was nie baie goed nie. Teen hierdie tyd 
het Miles die chirurgiese anatomie van die colon en rectum 
mooi ondersoek en terselfdertyd ’n operasie aanbeveel wat 
op hierdie werk gebaseer is. Hy het ook gewys dat ’n behoor- 
like colostomie heeltemal bevredigend kon wees. Dertig 
jaar lank het niemand weer herstellende verwyderings probeer 
doen nie. 

Nou word hierdie herstellende operasies weer aanvaar. 
*n Gewas wat tussen 10 en 15 cm. van die anus in die manlike 
pasiént is, is te laag om intraperitoneaal heeltemal uitgesny 
te word, maar as die chirurg 3-5 cm. van normale derm 
onder die kanker kan wegneem en nog 2 cm. bokant die 
levator ani kan laat, kan hy ’n herstellende reseksie uitvoer. 
Die tegniek is dieselfde as vir ’n abdominoperineale reseksie, 
d.w.s. dat die chirurg net so radikaal moet optree as by die 
Miles-operasie. Voordat die derm uitgesny word, is dit 
belangrik om ’n klem onder die gewas te sit, en die stomp 
van derm deur die anus met ’n selgif soos perchloried van 
kwik uit te was—dit sal lei tot ’n laer voorkoms van lokale 
kanker-herhaling. Dit is ook raadsaam om met die intestinale 
antibiotika minstens 5-6 dae na die operasie voort te gaan; 
daar sal minder perforasies wees, en hulle sal nie so gevaarlik 
wees nie. 

Die stappe van die vernaamste operasies is kortliks beskryf, 
en Statistiek aangehaal om te wys dat die oorlewingsvoor- 
uitsig met hierdie ,konserwatiewe’ operasies net so goed is 
as met die abdominoperineale reseksies. Die funktionele 
resultate en die onmiddellike siekte- en sterftesyfers is aan- 
merklik verminder. Ons hoop dat hierdie herstellende ver- 
wyderings nou meer populér sal word. 
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EDITORIAL : VAN DIE REDAKSIE 


THE CORTISONE (AUGMENTED) GLUCOSE TOLERANCE TEST FOR THE DETECTION OF PREDIABETES 


Cortisone is a steroid with diabetogenic properties by virtue 
of its ability to increase gluconeogenesis (Soskin and Levine") 
and decrease the rate of assimilation of glucose by the 
tissues (Frankson*). Zucher* gave subdiabetogenic doses 
of alloxan to rabbits, followed by doses of adrenal cortical 
extract too small to modify the glucose tolerance in the 
normal rabbit. In these pre-treated rabbits, however, signi- 
ficant impairment of carbohydrate tolerance was produced. 
Somewhat similarly, Hoet* showed that hydrocortisone, 
again in doses too small to affect a normal rabbit, would 
produce a diabetic state in a pregnant animal. All this 
suggested that the correct dose of cortisone might modify 
carbohydrate tolerance in prediabetic individuals, while 
not affecting normal people. Berger,’ in 1952, had already 
used corticotrophin (ACTH) to sensitize the glucose toler- 
ance test, when Fajans and Conn,® in 1954, reported results 
with the use of cortisone for the same purpose. Their method 
was to perform a standard oral tolerance test, followed 
the next day by a similar test which had been preceded 
by 2 doses of 50 or 62-5 mg. of cortisone, given 8} and 
2 hours before ingestion of the glucose. The normal degree 
of raising of the tolerance curve was estimated in control 
subjects with no family history of diabetes, and criteria for 
abnormality were established. They then investigated 152 
healthy relatives of diabetic patients and found 19° of 
these to be unknown but unquestionable diabetics, as against 
1 of 50 control subjects. They then tested 75 non-diabetic 
relatives of diabetics by cortisone-glucose tolerance test and 
found significant impairment in 24%, as against 1 of 37 
normal controls (3-3°%). They further demonstrated that 
6 patients whose carbohydrate tolerance had apparently 
reverted to normal after they had lost weight nevertheless 
gave a positive response to the test when this was augmented 
with cortisone. It appeared, therefore, that 2 distinct groups 
of reactors to this test existed, and that a high proportion 
of positive reactors occurred in the relatives of diabetics. 
Were these people really prediabetics—the ones who would 
later themselves become diabetic? So far 4 out of 30 of 
such abnormal reactors who have been followed up have 
become grossly diabetic (Conn’). 

West,’ with similar but somewhat modified techniques, 
confirmed the basic conclusion of Fajans and Conn. He 
claimed also that older healthy subjects tended to give more 
frequent positive responses than younger ones and that, 
among 14 subjects both of whose parents were diabetic, 
only 7 gave a positive result, a proportion no larger than 
was found when one parent, one sibling, or one child was 
diabetic. He also claimed that cortisone acetate was less 
active in producing changes in glucose tolerance than the 
equivalent doses of hydrocortisone, prednisone or pred- 


nisolone. All this work, however, was concerned with 
single blood-sugar readings made 2 hours after the ingestion 
of glucose, so that more exaggerated effects at the maximum 
height of the curve would be missed. 


Since there is a close, though somewhat indefinite, re- 
lationship between obesity and the development of mild 
diabetes, German® investigated the response of obese sub- 
jects to the cortisone-glucose tolerance test, using the method 
of Fajans and Conn; 40 non-obese and 40 obese healthy in- 
dividuals with no family history of diabetes were subjected 
to the standard glucose tolerance test followed next day by 
the augmented test. No significant difference was found to 
exist between the two groups as regards the 2-hour response 
on the standard test nor on the augmented test, and the two 
groups responded to cortisone priming in the same fashion. 
This result is perhaps unexpected, since it is generally be- 
lieved that obesity, in at least a proportion of cases, is damag- 
ing to the individual’s carbohydrate tolerance. German’s 
subjects, however, were not so grossly fat (range 200-255 Ib.). 
Moreover, according to Beaudoin et al.,’° there may be 
considerable difference in glucose tolerance between ‘active’ 
and ‘static’ obesity, and German does not indicate whether 
his subjects were actually gaining weight at the time of the 
test or had been obese for a long time. 


It would therefore appear that this test, although of some 
value in indicating the potential diabetic, frequently fails 
to do so, while in older people it may appear fa!sely positive 
unless the criteria of abnormality are raised. Certainly 
we do not know for certain the best dose, the best steroid, 
or the best way of carrying out the test, or even the best 
way to interpret it (e.g. the total maximum rise of blood 
sugar over the control value may be more important than 
any absolute 2-hour figure); but it seems doubtful whether 
modifications on these lines will produce any great improve- 
ment. 


Duncan" gives reasons for preferring to use intravenous 
glucose tolerance tests, with the change in increment index 
as the single-figure criterion of abnormality. He found a 
positive response in all mild diabetics and latent diabetics, 
and in 9 out of 19 suspected prediabetics. This would appear 
to be a more sensitive method of detecting prediabetes. 
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BIBLIOTEEKDIENSTE VIR LEDE VAN DIE MEDIESE VERENIGING 


Een van die veelvuldige voorregte wat voortspruit uit 
lidmaatskap van die Mediese Vereniging, is die mediese 
biblioteekdiens waarop elke lid van die Vereniging geregtig 
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is. Omdat baie lede van die Vereniging skynbaar nie bewus 
is van hierdie diens nie, sal dit goed wees om die aandag 
van lede daarop te vestig. 
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In April 1936 toe daar nog net 2 mediese skole in die 
land was, is *n ooreenkoms tussen die Vereniging en die 
mediese biblioteke van die 2 universiteite getref. Kragtens 
hierdie ooreenkoms is verskillende besluite geneem, 0.a. 
dat die Tak Wes-Kaapland van die Mediese Vereniging sy eie 
private biblioteek sou oorhandig aan die mediese biblioteek 
van die Universiteit van Kaapstad; dat sekere jaargelde 
gereeld deur die Vereniging aan die biblioteke betaal sou 
word en dat die mediese biblioteke sou onderneem om 
lede van die Vereniging orals oor die land met °n biblioteek- 
diens te bedien. 

Die voorgestelde afbakening van hierdie dienste was min 
of meer soos volg: Die mediese biblioteek van die Uni- 
versiteit van Kaapstad sou die Kaapprovinsie, die Oranje- 
Vrystaat en Suidwes-Afrika bedien en die mediese biblioteek 
van die Universiieit van die Witwatersrand sou Natal en 
die Transvaal bedien. Aangesien daar sedert daardie tyd 
3 nuwe universiteite bygekom het, sou dit goed wees om 
hierdie ooreenkoms, veral wat betref die afbakening van 
dienste, in hersiening te neem. 

Die dienste wat aan lede van die Mediese Vereniging 
gelewer word deur hierdie biblioteke kan onder 2 hoofde 
beskryf word: 

1. Dienste aan lede in stadsgebiede. Vir die gerief van 
lede wat boeke of tydskrifte wil hé, of naslaanwerk in die 
biblioteek wil doen, is die biblioteke die hele week oop. 
Ten einde gebruik te kan maak van die dienste wat die biblio- 
teke bied, moet lede van die Vereniging slegs hu! lidmaat- 


The Secretary of the Medical Association of South Africa, the 
Editor of the South African Medical Journal, and the other 
members of the head office staff of the Association, extend 
hearty Xmas greetings to all members of the Association and 
all readers and supporters of the Journal, and wish them a 
happy and prosperous New Year. 
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skapskaart toon en die register teken. Die biblioteke is 
dan met al hul dienste en personeel tot hulle beskikking en 
geen gelde word daarvoor ingevorder nie. Lede kan Of in 
die biblioteke self werk Of reélings tref om boeke en tyd- 
skrifte saam te neem huis toe om daar hul werk voort te 
sit. 

2. Dienste vir lede op die platteland. Plattelandse lede 
van die Mediese Vereniging, afgesien van waar hulle woon, 
kan ook boeke vir hul gebruik van die mediese biblioteke 
kry. Hulle is geregtig om die boeke wat hulle uitneem ’n 
week lank te hou—hierdie week sluit die tyd van versending 
van die boeke uit en die versendingkoste van die boeke na 
die dokter word deur die biblioteek betaal. 

Die dienste van die mediese biblioteke is nie net beperk 
tot die mure van die biblioteek nie maar strek veel verder. 
As ’n lid byvoorbeeld boeke of tydskrifte mag nodig hé 
wat nie in die biblioteek is nie, moet hy met die bibliotekaris 
praat of aan hom skryf. Die benodigde boek of dokument 
kan dan dikwels deur ’n stelsel van onderlinge lening tussen 
die biblioteke van ’n ander biblioteek af vir die lid verkry 
word. En as dit nie moontlik is nie sal die biblioteek probeer 
om ’n mikrofilm of fotostatiese kopie van die dokument 
van oorsee af te kry. Die biblioteek kan ook teen ’n baie 
geringé Koste afdrukke van enige artikel, illustrasie of dia- 
gram verskaf. 

Op hierdie manier maak die mediese biblioteke dit dus 
moontlik vir dokters om met naslaanwerk en navorsing 
voort te gaan afgesien van waar hulle bly of werk. 


Die Sekretaris van die Mediese Vereniging van Suid-Afrika, 
die Redakteur van die Suid-Afrikaanse Tydskrif vir 
Geneeskunde, en die ander lede van die hoofkantoorpersoneel 
van die Vereniging, stuur hartlike Kersgroete aan alle lede van 
die Vereniging, en alle lesers en ondersteuners van die Tydskrif, 
en wens hulle ’n gelukkige en geseénde Nuwe Jaar toe. 


TUBO-UTERINE SPASM 


Bryan C. Mur ess, B.A., M.B., B.CH. (CANTAB.), F.R.C.S. (EpIn.), F.R.C.O.G. 
Senior Obstetrician and Gynaecologist, King Edward VIII Hospital, Durban, and Lecturer to the Department of Obstetrics 
and Gynaecology, Natal University. Assistant Gynaecologist, Addington Hospital, Durban 


It is well known that spasm of the Fallopian tubes occurs 
frequently during tests for tubal patency and may be mistaken 
for organic tubal occlusion. It is not so well known that 
spasm may also occur in the uterus at this time, severe enough 
to cause a filling defect in the cavity, outlined by hysterogram, 
and a mistaken diagnosis of submucous uterine tumour. 
A useful lesson may be learnt from the case outlined in this 
short article. 


CASE HISTORY 


A woman, age 26, complained of primary sterility of 2} years’ 
duration. Menstruation began at the age of 13; cycle of 28 days 
lasting 4 days; some dysmenorrhoea with backache. Clinical 
examination revealed no abnormality. After routine investiga- 
tion of husband and satisfactory post-coital test, tubal patency 
was investigated. 

Tubal insufflation under pentothal anaesthesia. Insufflation 
was performed with the kymograph about 4 days after the end 
of the last period. Gas passed at the pressure of 70 mm. Hg and 
flowed through easily. It was noted, however, that variations 
in pressure caused by uterine contraction were greater than normal, 
possibly indicating increased uterine irritability (Fig. 1). 

It was decided to follow insufflation with utero-salpingography. 
It is interesting to note in retrospect that, had this investigation 
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Fig. 1. Kymographic tracing showing gas passing at normal pressure 
but uterine contractions are rather excitable (pressure in mm. Hg). 


been omitted, my patient would have been saved much incon- 
venience, anxiety and discomfort. 

Utero-salpingography (Fig. 2). The canula was introduced 
easily without previous dilation of the cervix. Lipiodal was used 
as a contrast medium under screen control. 

Radiologist’s Report. A.P. and both obliques under screen 
control. A.P. view at 24 hours. 

The uterine cavity is well filled and is considered to be normal 
in size. A well-defined filling defect is demonstrated posteriorly 
in the region of the right cornu. This defect is best demonstrated 
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Fig. 2. Note filling defect at right cornu; both tubes apparently occluded. 
Fig. 3. Note filling defect again present at right cornu. This time the 
left tube has filled completely. 


on the oblique view with the right side raised. The appearance 
is highly suggestive of an endometrial polyp or submucous fibroid. 
The Fallopian tubes are not outlined, presumably owing to spasm. 

Conclusions: A well-defined cut-out is demonstrated in the 
region of the right uterine cornu posteriorly, the appearance 
being suggestive of an endometrial polyp or submucous fibroid. 
The tubes have not filled, presumably the result of spasm, and 
there is no peritoneal smearing at 24 hours. 

In view of this report it was decided to explore the uterus from 
below and this operation was performed 2 weeks later. 

Operation under pentothal anaesthesia. Careful bimanual 
examination revealed a uterus normal in size and position. No 
irregularity could be distinguished in the right cornu. The cervix 
dilated easily and the uterus was explored with forceps and the 
curette. No polyp or irregularity of the cavity was found. Endo- 
metrial curettings appeared normal. Though somewhat sur- 
prised at finding the cavity empty, we felt that the radiological 
evidence before us could not be ignored. Moreover, it is common 
experience that a submucous fibroid may be difficult to ‘feel’ 
with the curette even when its presence is suspected. 

We therefore decided that the clinical evidence was unreliable 
and a repeat uterogram was requested to confirm the previous 
findings. This time the patient was admitted to hospital and 
the screening was carried out by a different radiologist 2 weeks 
after the dilatation and curettage. 

Utero-salpingography (Fig. 3) under Pentothal anaesthesia. 
The canula was introduced easily. Lipiodal was used as a contrast 
medium under screen control. 

Radiologist’s Report. Lipiodal was used and A.P. projections 
of the uterine region were made after the injection of 6 c.c., 8 c.c. 
and 10 c.c. of contrast media respectively. A lateral and 2 oblique 
exposures were then also made. The cervical canal and uterine 
cavity filled readily with contrast and after 6 c.c. were injected 
the left Fallopian tube filled up to or near its fimbrial end. At 
8 c.c. a well-demarcated rounded filling defect is present in the 
right cornual region, and further filling of the left Fallopian 
tube is visualized with slight peritoneal spill at the fimbrial end. 
The lateral aspect of the left Fallopian tube appears somewhat 
dilated and a degree of hydrosalpinx is thought to be present. 
After 10 c.c. the filling defect mentioned above in the right cornual 
region can no longer be visualized on the A.P. projection. The 
lateral and oblique projections also confirm the presence of a 
filling defect in the right cornual region. This filling defect appears 
to be situated postero-laterally. At no stage was any filling of 
the right Fallopian tube present. The 24-hour film revealed 
slight peritoneal spill, which stays localized to the left and is 
thought to be outlining the ovary. 

Conclusions: (1) A norma! sized uterus tending to be bicor- 
nuate. (2) A filling defect in the postero-lateral aspect of the 
right cornu of the uterus, which is thought to be a submucous 
fibroid or a uterine polyp. The former diagnosis is favoured. 
(3) An obstructed right Fallopian tube at the right cornu of the 
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uterus. (4) A slight degree of hydrosalpinx in the fimbrial end 
of the left tube with possibility tube-ovarian adhesions, localizing 
the spill, as seen on the 24 hour film. 

In view of these two radiological reports from different sources, 
the evidence of submucous tumour seemed irrefutable. Explora- 
tory laparotomy seemed the only answer and was undertaken 
with some reluctance. 

Laparotomy. The abdomen was opened by a low mid-line 
incision. Uterus, tubes and ovaries appeared quite normal. 
There were no adhesions. The uterus was palpated between 
thumb and fingers, but no fibroid could be detected. After this 
manipulation, the uterus appeared to contract, and scattered 
white areas were observed on its surface, similar to those seen 
after pituitrin is injected. The ovario-pelvic ligaments were clamped 
with rubber-covered forceps and Bonney’s myomectomy clamp 
applied. The uterus was opened down the mid-line anteriorly 
and the cavity explored. No tumour, muscle thickening or con- 
genital defect could be observed in the cavity. A fine probe was 
passed down the right tube, which appeared to be patent. The 
uterus was sutured with No. | chromic catgut interrupted sutures, 
and the suture line covered by bringing up the utero-vesical 
peritoneum. The abdomen was then closed. 


DISCUSSION 


When Stalworthy! referred to the female genital tract as the 
most hysterical portion of a woman’s anatomy, it was well 
named, for it does indeed produce a diversity of functional 
abnormalities. In the case described, a diagnosis of right- 
sided tubo-uterine spasm was made after exploratory laparo- 
tomy. Before operation it was difficult to believe that a 
functional upset could account for the radiological findings. 

Tubo-uterine spasm has long been recognized as a con- 
tributory cause of infertility. Sharman? has shown that this 
condition is common in patients attending infertility clinics. 
In his series, 26°, showed apparent non-patency at a single 
insufflation test, and in 68-4°% of these the non-patency 
was shown later to be due to cornual or tubal spasm. In 
a control series of insufflations on young unmarried women, 
spasm occurred in 1-69°% only. 

Most gynaecologists with experience of tubal patency 
tests will be able to confirm these findings, and I am con- 
vinced that uterine irritability is the commonest cause of 
tubal occlusion and delay in conception. Our knowledge of 
the mechanism of tubo-uterine function is incomplete. There 
is still doubt whether the oscillations shown on the kymograph 
at tubal insufflation are due to contractions of uterus or of 
the tube. I believe that any pressure changes demonstrated 
by this instrument are due to contractions of the uterus, 
and the work of Reynolds* has shown that a slight increase 
of tension within the uterus will initiate contraction. Without 
doubt the tube is capable of contraction and probably 
reacts in unison with the uterus, the contraction wave flowing 
from isthmus to ampulla when the uterus is stimulated. 
Normally, peristaltic waves probably run in the opposite 
direction and, as Stalworthy' has suggested, it is when these 
waves are not syncronized and meet the contrast media, 
that a picture of unilateral blockage distal to the cornu is 
obtained. 

Very little has been written of the part played by uterine 
spasm in infertility, although it is accepted that the functional 
blockage most often occurs in the region of the uterine 
cornu. That instrumentation sometimes induces uterine 
spasm is undoubted. According to Williams,‘ painful 
contractions or spasm of the uterus may follow manipulations 
and may induce spasmodic tubal obstruction. 

Inter-uterine tumours and polypi may cause uterine 
irritability, or may precipitate a spasm where the uterus is 
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already abnormally irritable. Cope® describes + “cases of 
dyspareunia due to uterine spasm, in 2 of which small inter- 
uterine tumours were present. Uterine spasm may be a 
commoner cause of dyspareunia than is generally realized, 
and it is possible that comparitively mild degrees of spasm 
may prevent conception. The degree of irritability, however, 
must vary from one individual to another as it does with 
involuntary muscle spasm in other sites, e.g. colon, ureter, 
pylorus, cardia etc. 

Cases of extreme irritability with spasm sufficient to produce 
a filling defect on hysterography are not common, but are 
familiar to every radiologist. 

The interesting feature of the case reported is that extreme 
spasm occurred on two separate occasions in the same position 
in the right half of the uterus. It should also be noted that the 
left tube was occluded by spasm in the first examination, 
but was fully outlined in the second, showing that the spasm 
on this occasion was completely confined to the right side. 
Since each side of the genital tract develops from a separate 
muscular tube, it would seem fair to assume that the irritable 
condition may affect one side only. Furthermore, it is not 
uncommon to find apparent occlusion of a tube on one 
side only, which is later proved to be due to spasm. 

In the pregnant uterus, Louw® has pointed out that the 
constriction ‘rings’ or bands may affect one half of the uterus 
only, and such a condition may well go hand in hand with 
unilateral hyper-irritability of the non-pregnant uterus. 

Also the structural changes noted by Palmer’ in the muscle 
of the fundus at Caesarean section, which consisted of 
localized areas of thinned-out muscle, might well result from 
physiological variations in uterine action in a uterus ab- 
normally irritable before conception. It is interesting to 
note that nearly all Palmer’s cases were associated with some 
degree of ‘incoordinate’ uterine action in labour. 
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Treatment 


It seems that the cause of this uterine irritability is either 
an inherent defect in function of the automatic nervous 
system, or the result of mental conflict. 

For the relief of spasm during tubal patency tests it is 
doubtful if any drugs are really effective. Anaesthesia and 
atropine are of no value. Pethidine and amyl nitrite may help 
in some cases. Nitroglycerine, 1/120th gr. taken as a tablet 
by mouth 5 minutes before the investigation, is probably 
the most useful drug, but in some cases is quite ineffectual. 

The possibility of benefit from the tranquillizing drugs is 
fascinating to contemplate and might well be worth a trial. 
The frequency of conception following adoption and medical 
reassurance, which dispels mental anxiety, is well known. 
There is little doubt that in such cases infertility is due to 
tubo-uterine spasm and a course of tranquilizing drugs given 
over the first half of the menstrual cycle might well be effective 
treatment. 

SUMMARY 


1. A case of tubo-uterine spasm affecting mainly one side 
of the genital tract and giving rise to a radiological filling 
defect is described. 

2. The difficulties of distinguishing the condition in 
diagnosis from an organic lesion are noted. 

3. The causes of extreme spasm, its effect on fertility, and 
the peculiarities of unilateral spasm are discussed. 

4. Suggestions for treatment are made. 
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FURTHER OBSERVATIONS ON PARENTERAL MAGNESIUM SULPHATE THERAPY IN CORONARY 
HEART DISEASE: A CLINICAL APPRAISAL 


B. MALKteL-SHAPIRO, Medical Practitioner, Johannesburg 


Over 2 years have elapsed since the publication of a preliminary 
report on the value of parenteral administration of a 50°% aqueous 
solution of magnesium sulphate in coronary heart disease, both 
in its acute and chronic stages. On the basis of my experience 
with this form of therapy spread over a period of 23 years, during 
which time I have treated well over 200 cases, it was claimed that 
a considerable number of sufferers from angina pectoris were 
relieved of their symptoms by this form of therapy, the relief 
lasting up to 6 months after completion of.treatment. It was 
also claimed that injections of magnesium sulphate were of in- 
estimable value during an attack of myocardial infarction, greatly 
reducing the immediate mortality from the attack. Since the 
publication of this communication a number of reports have 
appeared in support of this form of therapy. Papenfus,* Agranat,* 
Teeger,t Marais,® Feldman,® Butler,’ Shapiro* and Finn’ all 
testified to the value of the treatment. Because of these encourag- 
ing reports it was felt that the time was ripe to describe my method 
of treatment of coronary heart disease with injections of mag- 
nesium sulphate in greater detail than before and thus enable 
those who would like to try this still unorthodox form of therapy 
to avoid mistakes and pitfalls which could only bring an otherwise 
valuable drug into disrepute. 

Two distinct groups of patients will be discussed separately, 
viz. (a) patients suffering from chronic coronary heart disease 
and angina of effort, with or without a previous history of acute 
coronary episodes, and (4) patients who were first seen during 


an acute attack of coronary thrombosis or acute coronary in- 
sufficiency. 


GROUP A. CHRONIC CORONARY HEART DISEASE WITH ANGINA OF EFFORT 


It is generally conceded that the evaluation of what is claimed 
to be a clinically effective therapeutic agent for angina, pectoris 
is beset with extreme difficulty. Nevertheless, after 2 further 
years of observation by myself and others, it can now be stated 
with certainty that amongst patients with established coronary 
heart disease and angina of effort an appreciable number respond 
to parenteral administration of magnesium sulphate, sometimes 
in a dramatic and almost unbelievable manner, and this after all 
conventional and accepted methods of therapy had failed and 
sufferers had lost hope of ever obtaining relief. Two particularly 
gratifying case histories published to date are those of medical 
practitioners (neither under my care), both of whom were in- 
capacitated by severe angina of effort; both had unsuccessfully 
tried every known form of therapy; both lost their symptoms 
and returned to normal life after having resorted to injections 
of magnesium sulphate.?>® 

The number of patients who respond seems to vary. In a recent 
series of 27 of my cases suffering from angina 15 declared them- 
selves satisfied with the results and eager or willing to carry on. 
In Agranat’s series* of 50 patients treated 25 reported consider- 
able improvement lasting from 1 to 9 months. Teeger* reported 
13 improved out of 15 cases treated, Marais® 5 improved out of 
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6 treated, Butler? 25 improved out of 27 treated. Thus out of a 
total of 125 cases treated by 5 different practitioners 83 (or 66%) 
improved. 

Russian workers have independently tried magnesium sulphate 
therapy in angina pectoris and reported gratifying results. Aphana- 
sieva and Kirilova’-" were both favourably impressed by the 
response obtained in hypertensive patients, while Perlia’* treated 
79 cases suffering from severe angina with 77 (or 97°) improved. 


Rationale 

Since the publication of our report significant experimental 
work on animals which throws light upon the rationale of the 
treatment has been published by various workers. Bersohn’* 
has recently reviewed fully the experimental work done. Still 
more recently, Selye'* found that magnesium salts proved ‘eminent- 
ly effective’ in the prophylaxis of artificially produced infarct- 
like lesions in the hearts of rats. These publications suggest that 
‘magnesium deficiency (probably conditioned rather than primary) 
may perhaps be more intimately involved in the whole picture 
of athero- and thrombogenesis than is usually appreciated’.'* 

In September 1956 Malkiel-Shapiro, Bersohn and Terner 
showed that abnormal lipoprotein patterns may rapidly revert 
to normal with parenteral administration of magnesium sulphate." 
Butler? and Parsons'® have recently confirmed this observation. 

Despite these encouraging experimental and laboratory findings 
the rationale of the treatment still remains fairly obscure and 
many clinical facts require further elucidation. Thus, in a series 
of 22 of my cases suffering from angina pectoris, 14 showed a 
dramatic improvement in their lipogram simultaneously with 
their clinical improvement, 4 showed no improvement in their 
lipoprotein pattern but nevertheless improved clinically, while 
4 did not improve at all.t It follows that no total parallelism 
could be observed between clinical improvement and the reversal 
of a disturbed lipogram to normal; nor is it clear why the response 
to treatment is not uniform, or why in carefully selected, seem- 
ingly identical, cases some derive the greatest benefit from treat- 
ment, while others do not respond. Thus it is fair to say that 
at the present state of our knowledge experimental and laboratory 
data are insufficient to guide the clinician in the selection of 
suitable cases, and that clinical experience and wise judgment 
have still to be relied upon to bridge the gap and enable us to 
make a good guess. 

Selection of Cases 

The following observations may be helpful in selecting cases 
suitable for parenteral magnesium-sulphate therapy. 

1. Symptoms resembling angina may result from conditions 
other than coronary heart disease. Hence, in selecting cases in 
my private practice, every patient was first subjected to a careful 
examination and every effort was made to single out sufferers 
whose cardiac condition was complicated by gall-bladder disease, 
peptic ulcer, diaphragmatic hernia, blood dyscrasias, arthritis, 
etc. This was done with the aid of all the modern diagnostic 
methods at my command in Johannesburg. When the above- 
mentioned conditions were a contributory or complicating factor 
of established coronary heart disease, therapy was first directed 
towards the alleviation or if possible eradication of these ailments. 
Occasionally this was followed by marked amelioration or total 
disappearance of angina, rendering magnesium sulphate therapy 
unnecessary. However, the presence of gall-stones, peptic ulcer, 
hiatus hernia, benign anaemias or arthritis does nor in itself 
constitute a contra-indication to parenteral magnesium sulphate. 

2. The hypertensive, overworked, tense, worried and harassed 
individual, carrying a heavy load of responsibility, appears to 
respond better than the normo- or hypotensive, care-free and 
idle patient. 

3. The individual whose daily calorific intake and sexual 
activities greatly exceed his physiological requirements responds 
better than the underweight, frugal and abstemious type. 

4. The heavy smoker responds better than the non-smoker. 

5. Patients who regularly consume large amounts of alcohol 
do particularly well on parenteral magnesium sulphate. The 
reason for this is not apparent. 

6. Diabetics do well on magnesium-sulphate therapy. 

7. Patients receiving long-term prophylactic therapy with 

in or oral anticoagulants do well on parenteral magnesium 
phate. A combined heparin and magnesium-sulphate therapy 
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is particularly effective; these two drugs seem to have a synergic 
action. 

8. Patients over 50 respond better than younger patients. 

9. Hyperthyroid cases do better on antithyroid therapy (i.e. 
the thio-uracil group of drugs or *1). 

10. Myxoedema, especially myxoedema induced as a thera- 
peutic procedure, constitutes an absolute contra-indication to 
parenteral magnesium sulphate. In my experience the anginal 
syndrome of such patients may become greatly aggravated by 
this form of therapy. 

11. Any form of malignancy constitutes a contra-indication. 

12. Sufferers from essential hyperlipaemia respond poorly 
to magnesium sulphate. 

13. Hyperparathyroidism seems to call for great caution and 
careful dosage if magnesium sulphate is to be given. I have given 
it to only one patient suffering from this complaint. A woman 
aged 40 had been suffering from hyperparathyroidism and was 
clinically cured after the removal of a parathyroid adenoma. 
Her serum calcium, however, remained fairly high. Three years 
later she sustained an attack of acute coronary insufficiency, 
for which she was given magnesium sulphate injections. After 
the third injection she developed a violent reaction (malaise, 
headache, pyrexia, arthralgia and neuritis) which lasted for 2 
weeks. Her angina, however, greatly improved and it is possible 
that the dose of magnesium sulphate given was too high. 


Treatment of Chronic Angina Pectoris 


Magnesium sulphate may be administered either intravenously 
or intramuscularly. 

Kutham,?* who apparently was the first to publish his ob- 
servations on parenteral magnesium sulphate in angina pectoris, 
favoured intravenous injections. I have been using the intra- 
muscular route exclusively. This method, though apparently 
less effective, is less hazardous. It has the additional advantage 
of preserving veins of the antecubital fossa, which certainly would 
get thrombosed in the course of long-term magnesium-sulphate 
therapy. 

Injections are given into the upper and outer quadrant of the 
buttock. Most patients experience a varying degree of local 
discomfort from the injection. It is usually similar in all respects 
to discomfort from any injection, although slightly more severe. 
It rarely lasts more than 30 minutes. The discomfort can be 
minimized by appropriate technique, which may be summarized 
as follows: 

(a) Use a needle at least 14 inches long. 

(b) Use the empty-needie method. 

(c) Syringes and needles should be sterilized by autoclaving 
or boiling; chemicals (e.g. alcohol) should never be used, because 
they may cause magnesium sulphate to crystallize out and the 
piston to stick. 

(d) Select your site of injection as high up and as laterally as 
possible, where the gluteus medius is not covered by the gluteus 
maximus; thus you will prevent the fluid from entering the fascial 
sac which is covered by the gluteus maximus muscle and in which 
the sciatic nerve lies. 

(e) Make a zigzag needle tract. (This is effected by insertion 
of the needle part way, with a change in direction and then con- 
tinuation of the insertion of the needle to the hub.) 

Treatment can be given intermittently or continuously over 
an indefinite period. If given intermittently, the injections are 
spaced at 5-day intervals and 12 injections constitute a course. 
Then treatment is interrupted and the patient instructed to return 
in approximately 4-6 months’ time for a further course should 
he feel that he has benefited. If the injections are given con- 
tinuously they are spaced at 7-day intervals. I had been using the 
intermittent treatment as a matter of routine. During the past 
34 years, however, a few advanced cases have been put on con- 
tinuous therapy at their own request. One patient has had injec- 
tions of magnesium sulphate weekly for the past 3 years. To 
date no ill effect has been observed. 

The dose in chronic angina varies between 0-5 and 2 ml. of 
the 50°, aqueous solution. With the continuous type of treatment 
I have never exceeded 0-5 ml. per injection. With the intermittent 
type of treatment the exact dose varies in each individual case, 
depending on sex, age, weight, height, and whether the patient 
is hypo-, normo- or hypertensive. The average single dose is 1 ml. 
Where the patient is hypotensive or in failure I have never ex- 
ceeded 0-5 ml. per dose. It cannot be emphasized too strongly 
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that no useful purpose is served by giving injections more fre- 
quently or in larger doses. Two ml. should be given only to the 
hypertensive and obese patient. Overdosage will render the injec- 
tion more painful and may cause depression and listlessness, 
which in turn will discourage the patient from persevering with 
treatment. 

Russian workers favour the intravenous route. Kirilova 
injected intravenously one ml. of a 10% solution of magnesium 
sulphate mixed with 9 ml. of a 40% solution of glucose. Perlia’* 
gave 5 ml. of a 25% solution daily, and the number of injections 
varied from 1 to 12; thus up to 15 g. of magnesium-sulphate salt 
was infused intravenously in the course of 12 days. All Perlia’s 
patients were hospitalized during treatment. Unfortunately, 
this author does not mention whether any adverse reactions 
were observed. This method of treatment may require hospital 
facilities and is probably not suited for the ambuiatory patient. 
However, Perlia claims a very high percentage of response in the 
control of symptoms (97%), and I feel that his method merits 
careful consideration. It could be tried on patients who fail to 
respond to my low-dosage schedule by the intramuscular route. 


Patients’ Response to Therapy 


Patients who respond to intramuscular injections of magnesium 
sulphate do so in a two-fold manner: 

1. The frequency and severity of their anginal attacks gradu- 
ally diminish, the tolerance to effort and to emotional stress 
increases, and some become asymtomatic for periods of many 
months, even after cessation of therapy. 

2. Within 12 hours after the first injection some experience a 
feeling of profound well-being quite unrelated to their cardiac 
condition. This state of euphoria is most marked during the 
first course of treatment. It may recur to a lesser degree during 
the second course, but rarely thereafter. Patients who are given 
repeated courses over a period of many years may begin to feel 
listless and mentally depressed during the treatment, despite 
improvement of their anginal syndrome. Rightly or wrongly 
I have always interpreted this as a warning sign that ‘saturation 
point’ has been reached, calling.for a drastic reduction in dosage 
(e.g. 1 ml. of a 1% solution) or temporary interruption of treat- 
ment. However, a recent experience es me wonder whether 
this caution was really justified. 


K.T., aged 54, manager of a large engineering firm, experienced 
a severe attack of coronary thrombosis in August 1944. He was 
treated with parenteral magnesium sulphate and bed rest for 
3 months and made a good recovery. He returned to work 
leading an active and strenuous life. The only residual symptom 
was mild angina brought about by emotional stress or undue 
exertion. During a subsequent period of 14 years he received 
courses of parenteral magnesium sulphate regularly every 6 
months. These benefited his angina and gave him a feeling of 
energy and euphoria. On 5 April 1958 he returned for yet another 
course of injections. On this occasion, however, after the 3rd 
injection he experienced a feeling of profound mental depression 
and listlessness. His blood pressure remained moderately elevated 
(160/100 mm. Hg) and his general condition remained unchanged. 
Despite my advice to the contrary, he insisted on carrying on 
with the treatment. After the 10th injection the cloud spon- 
taneously lifted and he volunteered the information that this 
course of treatment was the most beneficial he had ever had. 
It is noteworthy that to date I have not observed these bouts of 
depression in patients who received magnesium-sulphate injections 
continuously. 


With the exception of the one case of hyperparathyroidism 
referred to above, it has been my experience that parenteral 
magnesium sulphate in the dosage recommended is completely 
non-toxic, and I have never had reason to regret having given it 
to sufferers from chronic coronary heart disease. In the course of 
25 years 5 of my cases developed pyrexia up to 102 F with malaise 
and arthralgia after the first two or three injections, the reaction 
lasting 24 hours. No further complication developed and all 
5 reported great amelioration of their anginal syndrome. einbis 
“Every patient Who benefits from parenteral magnesium sulphate 
should be warned against assuming that the improvement in his 
clinical condition heralds the return of youth. On experiencing 
the disappearance or alleviation of angina coupled with a feeling 
of energy and euphoria these patients may be tempted to indulge 
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in activities far in excess of the functional capacity of their hearts, 
occasionally with disastrous consequences. 

W.H., aged 77, still at work in a large departmental store in 
Johannesburg, suffered a myocardial infarction in 1951. He 
was treated with parenteral magnesium sulphate and made a 
good recovery. He remained with a mild residual angina of 
effort as well as mild attacks of nocturnal angina; these were 
relieved by nitroglycerin and aminophyllin. Between the years 
1951 and 1957 he was given courses of parenteral magnesium 
sulphate at approximately 6 months’ interval; these benefited 
him a great deal. In November 1957, he came for yet another 
course of magnesium-sulphate injections because ‘he felt he needed 
them’. Clinical examination was non-contributory, blood pressure 
was 150/90 mm. Hg and his cardiogram showed no deterioration 
compared with previous tracings. He commenced a course of 
treatment with parenteral magnesium sulphate on 2 November 
1957, and once again he responded in a dramatic manner. 
By 13 December he felt so well that he ventured to lift a heavy 
case of merchandise. The same night he sustained an anterior 
infarct. Parenteral magnesium sulphate was immediately supple- 
mented with heparin (5,000 units b.d.). He remained in bed on a 
combined treatment of magnesium sulphate and heparin till the 
end of February 1958. By the end of March he had recovered 
sufficiently to return to sedentary work in his store. 


Some medical men have questioned the efficacy of magnesium- 
sulphate therapy on the ground that it does not cure every patient, 
or that the relief obtained is only partial and relatively short- 
lived. This is by no means a valid objection. We might as well 
repudiate general medicine because it cannot convert every middle- 
aged invalid into an Al physique. Any method of treatment which 
helps a patient to be moved from one stage of disability to a 
lesser one merits careful consideration. One does not talk of the 
‘cure’ of a case of congestive heart failure by digitalis therapy, 
but nevertheless admits its value. 


GROUP B. IMPENDING AND ACUTE MYOCARDIAL INFARCTION 


I have been treating my patients suffering from acute myocardial 
infarction with injections of magnesium sulphate since November 
1933. While it is not possible to give the exact number of patients 
treated by this method, at a most conservative estimate 50 proved 
cases under the age of 70 and many more suspected cases have 
been treated between 1933 and 1955. All my patients were seen 
early, usually within 3 hours of the onset of their symptoms. I 
believe that early treatment with magnesium sulphate is of utmost 
importance if uniform success is to be achieved, and I have rigidly 
adhered to the dictum, ‘if you are in doubt about the diagnosis, 
play safe and treat the patient for acute coronary thrombosis, 
unless you have absolutely ruled out this possibility’, At no time 
did I allow positive clinical evidence to be nullified by negative 
electrocardiographic findings. I am convinced that in dealing 
with this treacherous condition the survival of the patient depends 
to a greater degree on the clinical judgment and skill of the general 
practitioner, who sees the patient early, than on all the experience 
and knowledge of the cardiologist, who is often called in hours 
or — days later, when the fate of the patient has virtually been 
sealed. 

Magnesium-sulphate injections do not prolong clotting time, 
nor do they depress the prothrombin index. Hence they cannot 
precipitate or aggravate an existing haemorrhage. Thus, should 
the diagnosis of coronary thrombosis have to be revised at a later 
date in favour of an abdominal emergency requiring surgical 
intervention, no harm has been done and operation can safely 
be performed. 

Between the years 1933 and 1956 none of my patients under 70 
treated with magnesium sulphate died in an attack of coronary 
thrombosis. During the past 24 months further 14 proved cases 
of myocardial infarction or acute coronary insufficiency were 
treated, with 1 death; 11 were men and 3 were women. The 
ages of the 13 who survived were: 47, 50, 51, 52, 52 (second attack), 
55 (second attack), 57 (third attack), 58 (second attack), 58 (second 
— 60 (third attack), 69 (second attack), 77 (second attack) 
and 79. 

The fatal case was a relapse. He was 59 at the time of death. 
He had experienced his first episode of myocardial infarction 
2 years previously, when he was treated with parenteral mag- 
nesium sulphate and intravenous heparin; he tolerated both 
drugs well and made a good recovery. In this, his second 
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attack, treatment was withheld for approximately 6 hours after 
the onset of symptoms. When seen he was moribund. He died 
suddenly, presumably from cardiac arrest, 30 minutes after an 
intramuscular injection of 0-5 ml. of magnesium sulphate and 
3 minutes after an intravenous injection of 5,000 units of heparin. 

Thus, in the present series of at least 64 proved cases under 
the age of 70 treated with parenteral magnesium sulphate over a 
period of 25 years, the immediate mortality rate (i.e. within 4-6 
weeks after onset) was only 1-6°, while the average mortality 
rate given by most modern workers for patients who were treated 
by ‘conventional methods varies from 19% to 50°%.1%%8 


Treatment of Acute Myocardial Infarction 


Unless the patient is in severe cardiac shock the first injection 
of magnesium sulphate is given immediately the patient is seen. 
This first dose should never exceed 0-5 ml. of a 50% solution. 
The second dose is given 12-24 hours later. If the blood pressure 
is low this second dose should again not exceed 0-5 ml. If the 
blood pressure and pulse pressure are normal, | ml. is given on 
this second day of treatment. Thereafter 1 ml. should be ad- 
ministered on the 4th, 7th, 10th and 14th days, and then 1 ml. 
is injected every Sth day till the patient is discharged. Morphia 
or pethidine are given only if pain is severe and the conventional 
management of coronary thrombosis is strictly adhered to. In 
other words, in the acute phase of coronary heart disease paren- 
teral magnesium sulphate should be given concurrently with 
and not as a substitute for any therapeutic measure which the 
physician may deem necessary to institute in order to save his 
patient's life. 

If the patient is in severe cardiac shock, with its well-known 
clinical features of prostration, pallor, sweating, vomiting, cold- 
ness of extremities, a small thready pulse, and low blood pressure 
and low pulse pressure, treatment with magnesium sulphate 
(and heparin) should temporarily be postponed and attempts 
should first be made to raise the blood pressure by appropriate 
means. 

The diminution of coronary blood flow which occurs in shock 
following myocardial infarction’® greatly impairs the efficiency 
of the uninfarcted myocardium and aids in the establishment of 
a vicious circle whereby low blood pressure reduces coronary 
flow, which still further impairs myocardial contractility, de- 
creasing the stroke volume and the output of the heart.!7»!8 Under 
this desperate condition, which is reputed to carry an 80% mor- 
tality rate,*° it may be wiser to start therapy by first administering 
mephentermine or L-noradrenaline in order to restore the cardiac 
output, and to administer magnesium sulphate and heparin only 
after sustained improvement in the circulation has been achieved. 

Adhering strictly to the above rules of treatment, it has been 
my experience that magnesium sulphate is a safe drug to use in 
acute myocardial infarction. It has been said that the magnesium 
ion is toxic when high concentrations accumulate in the extra- 
cellular fluid** and I have always been careful to employ a low 
dosage schedule. 

Agranat,* in a recent review of 50 cases of coronary heart 
disease which he treated with parenteral magnesium sulphate 
(2 ml. per dose), decided against its use in acute coronary throm- 
bosis because of its possible depressant effect on respiration and 
blood pressure when given in large doses. He quotes 3 of his 
cases who died during the early stages of magnesium-sulphate 
therapy, one of the three having had pethidine and heparin ad- 
ministered at the same time. It is not clear why these sudden 
deaths, which might have occurred in any event, should have been 
attributed to magnesium-sulphate injections. I feel that his 
unfortunate experience, should it really be attributable to paren- 
teral magnesium sulphate, calls rather for a reduction of dosage 
than total abandonment of so valuable a drug. Most, if not all, 
therapeutically effective drugs are potentially hazardous. Deaths 
have followed the administration of digitalis. quinidine, aspirin, 
penicillin and anticoagulants, to mention only a few, yet these 
drugs are in common use because their therapeutic effectiveness 
far outweighs the risk involved. 


CONCLUSIONS 


To be classed as therapeutically effective in the field of coronary 
heart disease a drug must fulfil at least one of the following criteria: 
It must be effective in relieving symptoms of angina pectoris; 
it must reduce the mortality rate in acute myocardial infarction; 
it must prolong the life expectancy of those who have recovered 
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from an attack of acute coronary thrombosis. What then, in 
summary, can parenteral magnesium sulphate, in the light of 
our present knowledge, do for the sufferer from acute and 
chronic heart disease? 

1. It alleviates to a varying degree the symptoms of angina 
pectoris in at least 60° of carefully selected cases. This now 
appears to be certain. 

2. It ranks supreme in the treatment of impending myocardial 
infarction. 

In my experience it has greatly reduced the immediate 
mortality of acute coronary thrombosis in patients who have 
not outlived their normal span of life. Hitherto acute myocardial 
infarction carried an immediate mortality of 19-50°%. In my 
series of at least 64 cases only one died. I hold that by early 
recognition of impending coronary thrombosis and its prompt 
treatment with parenteral magnesium sulphate a large number of 
patients can be saved. This statement awaits corroborative evid- 
ence from others, as the number of my cases is small. Once again, 
the importance of early treatment cannot be over-emphasized. 
There is nothing unusual about this observation. It applies with 
equal force in many other clinical emergencies and to maay other 
drugs. It is the cry of all medical practitioners that if only illness 
could be ‘got at’ at an early stage therapeutic prospects would be 
so much improved. 

4. Finally, does long-term magnesium-sulphate therapy pro- 
long the life expectancy of those who have recovered from an 
attack of coronary thrombosis? Clearly I cannot attempt to 
answer this question on the basis of my limited experience. My 
opportunities of studying the long-term effect of parenteral mag- 
nesium sulphate have been only those which a private practice 
mostly amongst the well-to-do afforded. While controlled long- 
term therapy is the only way to assess the value of parenteral 
magnesium sulphate in increasing the life span of sufferers from 
chronic coronary heart disease, it is clearly quite unrealistic to 
think of a private practitioner treating his coronary patients 
solely by long-term magnesium-sulphate therapy. Long-term 
therapy must have the status of a research weapon primarily. 
Patients who can be treated in this way would provide a rich 
reward of understanding on which sound preventive medicine 
could be based. Thus, the answer to this last question should 
be left to those who work in large teaching hospitals. They have 
a vast clinical material at their disposal and in consequence could 
carry out a scientifically controlled long-term experiment. 

In designing such experiments the investigators should, in my 
opinion, beware of administering ‘inert’ injections and using the 
‘double blind’ technique. No injection can be classed as a truly 
inert placebo, for it may release a chain reaction in the body, 
the nature of which will be totally unpredictable and unknown 
to the investigator. One of the least suitable placebos to use in 
these cases is saline. For many years past hypertonic saline has 
been used with good results in cases of angina not improved by 
rest and conventional therapy.2* The assessment of survival by 
‘patient-years’ amongst the magnesium-sulphate-treated sufferers, 
matched against a comparable group who receive no treatment, 
constitutes to my mind the only fruitful and constructive line of 
investigation. This method has been regularly used by all workers 
attempting to assess the value of long-term anticoagulant therapy 
in prolonging the life span of coronary patients, and it is hoped 
that controlled investigations on these lines with parenteral 
magnesium sulphate will soon be started in our large teaching 
hospitals. 

No claim is made that parenteral magnesium sulphate will 
resuscitate the dying, nor that it is a complete treatment of coron- 
ary heart disease. It is not intended that it should supersede 
older and well-tried remedies. Whenever possible, I have given 
it concurrently with other drugs. Thus, I have found the con- 
current administration of heparin and magnesium sulphate to 
be particularly helpful. These two drugs have a synergic action 
and during the past 3 years I have been using, whenever possible, 
magnesium sulphate and heparin concurrently in an effort to 
prolong the life of those who have recovered from one or more 
attacks of coronary thrombosis. I have trained the intelligent 
and cooperative type of patient (or his wife) to inject heparin 
in the same way as a diabetic is trained to inject insulin. When 
given concurrently with magnesium sulphate the dose of heparin 
required jis small and the injection safe and relatively painless. 
The patient is instructed to give himself 5,000 units of heparin 
once a day whilst the doctor (or the nurse) administers from 
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0-5 to 1 ml. of magnesium sulphate intramuscularly once a week. 
After 3 years of experience with this form of therapy it is my 
belief that, at the present state of our knowledge, the skilful 
concurrent administration of these two drugs constitutes the 
method of choice in the prophylaxis and treatment of coronary 
heart disease both in its acute and chronic stages. I have little 
doubt that it is superior to long-term therapy with oral anti- 
coagulants. Moreover, it can be carried out in the remotest 
village without the aid of laboratory investigations. 

As this paper has been written mainly for the benefit of the 
clinicians, I have omitted any discussion of the many animal 
experiments performed and theories recently advanced in support 
of magnesium therapy in arterioscierosis. By the same token 
I have given a complete account of various techniques in the 
hope that interested readers will begin the clinical study of paren- 
teral magnesium-sulphate therapy. There is still much to be 
learned about this our new asset in the treatment of coronary 
heart disease. 

SUMMARY 


1. The value of parenteral magnesium- -sulphate therapy in acute 
and chronic coronary heart disease has once again been affirmed. 
125 cases of angina have been treated by 5 workers with 

66% remission of pain. 

. 64 cases of acute coronary thrombosis or acute coronary 
insufficiency have been treated. Of these only one died in an 
acute attack. The great importance of ear/y parenteral magnesium- 
sulphate therapy in these acute cases has been stressed. 

It is suggested that in cases who have recovered from an 
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attack of coronary thrombosis, life expectancy can be improved 
by combined heparin and magnesium-sulphate long-term therapy. 
5. Details are given of techniques, indications, contra-indica- 
tions, dosage and toxicity. 
A plea is made for a scientifically controlled investigation 
on a large scale in teaching hospitals. 
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TRANSVAAL SOCIETY OF PATHOLOGISTS 
SUMMARIES OF SCIENTIFIC PAPERS * 


MULTIPLE ACANTHOMA IN THE SKIN OF PIGS 
Prof. K. Schulz, Veterinary Research Laboratories, Onderstepoort 


The outbreak of this disease which was discussed seemed to be 
unique since this condition had not been observed or described 
before in veterinary literature. The disease was confined to nigs 
on one farm in the Rustenburg district. There is evidence that the 
malady was neither infectious nor contagious. The primary 
lesion (histologically) was a focal dermatitis crustosa which 
eventually developed into an acanthoma. Of the 3 pigs kept 
under observation, metastasis was observed in most of the super- 
ficial regional lymph glands of one pig; in another the lymph 
glands were involved to a lesser extent and those of the remaining 
one were not visibly affected. 


PORPHYRINS AND PRECURSORS IN URINE AND STOOLS OF SOUTH 
AFRICAN AND SWEDISH CASES OF PORPHYRIA 


Dr. H. D. Barnes, S.A.1.M.R., Johannesburg 


Waldenstrom has reported many cases of acute porphyria in 
Sweden; these patients do not show skin eruptions. Porphyria 
is also common in white members of the population of South 
Africa but these patients show varied clinical manifestations, 
sometimes acute symptoms, sometimes cutaneous lesions and 
sometimes both. 

Dr. G. Dean, Prof. J. Waldenstrom, Dr. B. Haegar and I 
carried out a joint clinical and biochemical study of cases in both 
communities. The increased urinary excretion of an amino- 
laevulic acid and porphobilinogen shown by patients during 
acute attacks in Sweden and in South Africa, usually persists 
far into remission in Sweden, but not in South Africa. On the 
other hand, stool porphyrins are almost invariably greatly in- 
creased in South African patients irrespective of clinical mani- 
festations, but are normal, or virtually so, in Swedish patients 
during remission and possibly only slightly increased during an 
acute episode. 

In both countries susceptibility to porphyria follows a mende- 
lian pattern of inheritance that is not sex-linked. The findings 
presented are regarded as evidence that porphyria in Sweden 
and in South Africa are essentially different genetic disorders. 


* Read at a meeting of the Transvaal Society of Pathologists Johannesburg, 
10 May 1958. 


SOME PROPERTIES OF A MORPHOLOGICAL VARIANT OF A STRAIN OF 
PROTEUS VULGARIS 


Prof. J. N. Coetzee, Institute for Pathology, Pretoria 


The properties of an R variant of a strain of Proteus vulgaris 
were enumerated. A description was then given of a fluctuation 
test to prove the mutational origin of S variants from this R 
strain. The mutation rate involved was determined by means of 
continuous culture experiments. 


PLASMA AND SERUM ANTITHROMBIN LEVELS IN DISORDERS OF 
COAGULATION 


Dr. Basil A. Bradlow, Department of Pathology and Microbiology, 

Witwatersrand University 
Serum and plasma antithrombin levels were studied in normal 
and in various clinical conditions. Raised serum levels were 
found in a number of haemorrhagic disorders and in liver disease. 
The serum level of antithrombin appeared to be influenced by 
the amount of thrombin formed during coagulation. In liver 
disease, the presence of a coagulation disturbance may affect 
the serum antithrombin. 


LITTORAL-CELL HYPERPLASIA AND NEOPLASIA 
Dr. R. F. Dorman, 8.A.1.M.R., Johannesburg 


Various classifications of the malignant lymphomata were dis- 
cussed, particularly those of Gall and Mallory (1942), Jackson 
and Parker (1947) and Robb-Smith (1938 and 1947). Robb- 
Smith (in 1938) and Hadfield and Garrod (Recent advances in 
Clinical Pathology, 1942) referred to cases described by Pryce 
and Reburn in 1935 and Debenedetti and Florentin in 1931, 
respectively, in which there was wide-spread proliferation of 
littoral cells (lining sinuses of the lymphnodes and sinusoids of 
the spleen, liver and bone-marrow) associated with well-marked 
erythrophagocytosis. 

Robb-Smith in his classification of reticulosarcoma, included 
differentiation of sinus-lining cells (reticuloendothelio-sarcoma, 
or sarcoma of undifferentiated littoral cells). However he stated: 
“No examples of these tumours have been observed in lymph 
nodes in my personal experience . . . yet cases have been de- 
scribed, e.g. by Poujol in France, which appear to fulfil all the 
criteria for a sinus histiocytoma of lymph nodes and it is probable 
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that increasing accurracy in description will enable more of 
these tumours to be recognized.” 

Two cases were presented, the first fulfilling the criteria for 
inclusion under littoral-cell hyperplasia with erythrophago- 
cytosis, and the second as littoral-cell sarcoma. 


IMMUNOLOGICAL DISTINCTION BETWEEN TRYPANOSOMA 
RHODESIENSE AND TRYPANOSOMA BRUCEI 


Drs. B. Wolstenholme and James Gear, S.A.1.M.R., Johannesburg 


Apart from its academic interest, the practical significance of 
distinguishing between these parasites was revealed in 1952 when 
a — laboratory infection occurred which was alleged to be 
T. brucei. 

Having these 2 strains adapted to growth in embryonated 
eggs, and antigen prepared in rabbits from infective guinea pig 
blood, slide agglutination tests were carried out and examined 
by high-power, dark-ground illumination. The results indicated 
a clear distinction between the strains in serum dilutions 
from 1 : 20 to 1 : 20,480. In addition the sera of 4 patients with 
sleeping sickness were tested. Similar results were obtained. 

sera were also tested against the red cells of chick embryos 
infected with 7. rhodesiense and T. brucei, and it was noted that 
while those infected with 7. rhodesiense were agglutinated 
those infected with 7. brucei were not. This finding suggests that 
a specific agglutinating substance derived from the trypano- 
somes was absorbed by the red cells. 

Recently Soltys,* using a trypanosome-agglutination technique, 
has also distinguished these 2 strains. 


* Soltys, M.A. (1957): Parasitology. 47, 375—395. 


NORMAL URINARY 17-KETOSTEROID AND 17-KETOGENIC STEROID 
VALUES IN SOUTH AFRICAN BANTU SUBJECTS IN OUTWARD GOOD 
HEALTH 
Dr. W. M. Politzer, S.A.1.M.R., Johannesburg 


Urinary 17-ketosteroid and 17-ketogenic steroid values were 
determined in 50 healthy urban Africans, viz. 24 female nurses, 
26 males, and on a control group of 10 European females and 
10 males. The 17-ketosteroids in both the Bantu and the European 
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group were found to be similar. The 17-ketogenic steroid values 
in the Bantu females were only slightly lower than those of the 
Europeans, whereas the 17-ketogenic steroid values in the Bantu 
males were significantly decreased. 


RADIOACTIVE CHROMIUM (°'CR) IN RED-CELL SURVIVAL STUDIES 


Dr. J. Metz and Mr. D. Hart, Isotope Laboratory, S.A.I.M.R., 
Johannesburg 


Some of the results of red-cell survival studies with radioactive 
chromium, carried out over the last 2 years, were presented. 
In the interpretation of the survival curves the results are best 
expressed as the time taken for half the radioactivity to disappear 
from the blood (T$Cr). The test has proved of value in the in- 
vestigation of various haematological conditions, including 
haemolytic anaemias, scurvy, hypersplenic states, etc. Cross- 
transfusion experiments, by demonstrating a diminished life- 
span of the red-cell in patients receiving the suspected drug, 
enable the diagnosis of drug-induced haemolytic anaemias to be 
substantiated. A significant haemolytic factor has been demon- 
strated in various forms of megaloblastic anaemia in the Bantu, 
and cross-transfusion experiments indicate a corpuscular defect. 
It is suggested that diminution of red-cell life-span is one of the 
features of the ineffective erythropoeisis occurring in magalo- 
blastic haemopoeisis. 


ACUTE DIFFUSE INTERSTITIAL FIBROSIS OF THE LUNGS 
Dr. Ian Webster, Pneumoconiosis Research Unit, Johannesburg 


Five cases of acute diffuse interstitial fibrosis of the lungs (Hamman- 
Rich syndrome) were presented, and the histological features 
demonstrated. One case was followed for 3 years during which 
time ‘Meticorten’ appeared to control the symptomatology. In 
another case it was shown that although there was symptomatic 
improvement, the biopsy specimens before and during treatment 
did not show any significant difference. 

A case of the Hamman-Rich syndrome in a child of 1 year 
and 8 months, followed, and it was suggested that this was prob- 
ably the youngest age in which this disease had been found. 
The etiology, pathogenesis and criteria for diagnosis were re- 
viewed in the light of the experience gained in these cases. 


MEETING OF FEDERAL COUNCIL AT PRETORIA ON 1, 2 AND 3 OCTOBER 1958 
(Continued from Issue of 13 December 1958 p. 1200.) 


HEAD OFFICE AND JOURNAL COMMITTEE 


58. Report of Head Office and Journal Committee: Dr. Sichel 
presented the Report of this Committee, stating that there had 
been six meetings of the Committee since the last meeting of 
Council. The average attendance at each meeting had been eleven 
members. He reminded members that the Minutes of the meetings 
had been circuiated to all members of Council, so that they were 
aware of the activities of the Committee. Dr. Sichel went on to 
mention that the Committee had given attention to certain 
suggestions which had been made by the Committee of Enquiry, 
atid that these had been mentioned elsewhere. Noted. 

59. Resignation of the Editor: It was reported that Dr. T. 
Shadick Higgins had tendered his resignation as Editor, to take 
effect on 31 December 1958. The Committee had agreed to 
recommend to Council that the resignation of Dr. Shadick Higgins 
be accepted as at 31 December 1958, and that Dr. A. P. Blignault, 
the Assistant Editor, be promoted to the position of Editor as 
from 1 January 1959. 

It was proposed by Mr. Sweetapple, seconded by Dr. Deale 
and Resolved, ‘That Council accepts with regret the resignation 
of Dr. Shadick Higgins, and places on record its sincere 
appreciation of his services’. 

It was proposed by Dr. M. Shapiro, seconded by Dr. Paterson 
and Resolved Nem. Con., ‘That the post of Editor be advertised in 
accordance with Rule 19 of the Ethical Rules of the S.A. Medical 
and Dental Council, and that the Executive Committee be em- 
powered to make the appointment, to be confirmed at the next 
meeting of Council’. 

60. Appointment of Assistant Editor: It was reported that the 
Committee had further agreed to recommend to Council that in 
the light of the undertaking given to Dr. Shadick Higgins after 


consultations with him at Vereeniging, and in view of the present 
necessity, the services of Dr. Higgins be retained in the position 
of Associate Editor with the remuneration of an Assistant Editor. 

After discussion it was proposed by Dr. M. Shapiro, seconded 
by Mr. Wolfowitz, ‘That the appointment of an Assistant Editor 
be referred to the Executive Committee for consideration’. 

An amendment was proposed by Mr. Armitage, seconded by 
Dr. Whitsitt, ‘That the post of Assistant Editor be advertised 
and that the Executive Committee be authorised to fill the vacancy’. 

On being put to the vote, the amendment was Lost. The 
resolution was then put to the vote and Carried. 


61. Notice of Motion: The Chairman read a Notice of Motion 
proposed by Dr. Troskie, seconded by Dr. Grundlingh, as follows: 
‘Ons, die ondergetekende, gee kennis dat ’n klousule in die Statute 
en Verordeninge bygevoeg word wat die voorsitter magtig om 
(i) enige persoon wat hom onwaardig gedra te beveel om die 
vergadering te verlaat tot na die sessie of tot nadat die saak onder 
bespreking afgehandel is; (ii) om desgelyks te handel met enige 
persoon wat doelbewus en herhaaldelik die doeltreffende vordering 
van die werksaamhede strem.’ Noted. 

Dr. Sichel then moved the adoption of the Report of the Head 
Office and Journal Committee. This was Carried. 

Council adjourned at 10.35 p.m. 


FRIDAY, 3 OCTOBER 


The meeting commenced at 9.10 a.m. In opening the meeting, 
the Chairman asked if there were any questions. There were 
no questions. 


62. Report of Management Committee of Benevolent Fund: Dr. 
Sichel presented this Report and stated that the Committee had 
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met on two occasions since the last meeting of Council. The 
Committee recommended to —_ as follows: 
(a) New Grant: Mrs. L. L. (Border Branch), £20 per 
month as from 1 May 1958. 
(6) Increase in Grant—Mrs. G.E. (Cape Western Branch): 
That this grant be raised from £25 per annum to £60 
per annum as from 1 September 1958. 
(c) Reduction in Grant—Mrs. M.G.M. (O.F.S. & Basutoland 
Branch): That this grant be reduced from £12 10s. per 
month to £7 10s. Od. per month as from 1 June 1958. 

On being put to the vote, these recommendations were Carried 
Nem. Con. 

Dr. Sichel stated that he wished to thank those who had made 
donations to the Benevolent Fund during the year, and he 
mentioned particularly a sum of £123 4s. Od. which had been 
received from the Medical Wives’ Association of the Cape Midland 
Branch. Noted. 

63. J. S. du Toit Memorial Fund: Dr. Sichel referred to a letter 
which had appeared in the Journal regarding the founding of a 
Fund in memory of the late Dr. J. S. du Toit. He referred to 
Dr. du Toit as the ‘father of the Benevolent Fund’ and said that 
the objects of the Memorial Fund would be to provide educational 
grants to the children of deceased doctors who wished to study 
medicine but were unable to do so because of their parent’s death. 
He asked that Council approve the establishment of this Fund 
under the aegis of the Benevolent Fund. 

It was proposed by Mr. Armitage, seconded by Dr. Alexander 
and Resolved that the necessary authority be given to the Manage- 
ment Committee of the Benevolent Fund. 

Dr. Sichel then proposed the adoption of the Report of the 
Management Committee of the Benevolent Fund. This was 
Carried. 

Before Council proceeded to the next item on the agenda, 
Mr. Wolfowitz, President of the Southern Transvaal Branch, 
stated that it was expected that a sum of £2,500 would be paid to 
the Benevolent Fund by the end of the year as the result of successful 
functions organised by his Branch. This information was received 
with acclamation. 


REPORT OF PARLIAMENTARY COMMITTEE 


64. Report of Parliamentary Committee: The Chairman stated 
that the Committee had carried out a considerable amount of 
work, and that the Report would be long. Noted. 

65. East Rand Chest Hospital: On behalf of the Committee, 
Dr. Combrink reported that the Secretary for Health had written 
to say that his Department had, for financial and other reasons, 
been forced to subsidize radiographic services. These services 
were of a purely technical character and were carried out by trained 
radiographers, the interpretation of the films being undertaken 
by registered medical practitioners. The Secretary for Health 
had stated that his Department was endeavouring to persuade 
local authorities to establish their own services so that these could 
be under medical control. 

This was Noted by Council. 

66. Pensions for Self-Employed Persons: The Assistant Secretary 
(Transvaal) reminded Council that at its last meeting it had 
instructed the Parliamentary Committee to convene a conference 
of interested bodies. After discussion with the Commissioner 
for Inland Revenue, an amendment of the Act had been drafted 
which would provide for his approval of annuity funds in the 
same way as he now approved of pension funds. It was hoped 
that this amendment would be considered by Parliament early 
next year. He added that this procedure had received the approval 
of the Executive Committee. 

Council Confirmed this action with acclamation. 

67. ‘Farming Out’: The Assistant Secretary (Transvaal) reported 
that the S.A. Medical and Dental Council had decided to withdraw 
their definition of ‘farming out’. The Parliamentary Committee 
had considered this matter and had decided that the introduction 
of the New Transvaal Hospitals Ordinance might possibly result 
in the cessation of the farming out of part-time radiologists in 
the Transvaal. It recommended that no further action be taken 
at this stage, pending developments. Council Agreed. 

68. Desirability of Continued Maintenance of Specialist Registers 
of S.A. Medical and Dental Council: The Assistant Secretary 
(Transvaal) reported that the Committee had not had time to 
consider this matter but hoped to be abie to report to the next 
meeting of Council. Noted. 
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Dr. M. Shapiro reported that certain Ethical Rules applicable 
to specialists had been passed at the recent meeting of the Medical 
Council. Noted. 

69. Availability of Tetanus Toxoid: A memorandum from the 
Cape Western Branch was submitted, which had been discussed 
by the Parliamentary Committee. The Committee had decided 
that as the request of the Branch required a declaration of policy 
by the Association, the matter should be referred to Council for 
discussion and decision. 

After discussion it was proposed by Dr. Heymann that the 
views of the Pediatric Association and the Medica of 
Health Group be obtained. He stated that, if Council was willing, 
he would discuss the matter with the Director of the S.A. Institute 
for Medical Research and was prepared to collate the views of 
the two Groups and to prepare a memorandum for consideration 
at the next meeting of Council. 

Dr. Troskie pointed out that it was possible for all district 
surgeons to obtain the triple vaccine on request, while Dr. Kuschke 
stated that the South-West Africa Administration had gone further 
and supplied triple vaccine on request not only to district surgeons 
but also free of charge to private practitioners on request. 

On Dr. Heymann’s proposal being put to the vote, Council 
Resolved that the Pediatric Association and the Medical Officers 
of Health Group be asked to give their opinions on the matter 
of the use of triple antigen, and that Dr. Heymann be invited to 
draw up a memorandum for presentation at the next meeting of 
Council. 

70. Ethical Rule 16 of S.A. Medical and Dental Council: A 
report on this subject was submitted, and the Assistant Secretary 
(Transvaal) stated that the Parliamentary Committee had decided 
on the insertion of an explanatory notice in the Journal. This 
had appeared in the issue of 12 July 1958. Noted. 

71. Postgraduate. Study Courses—Extension of Income Tax 
Concession Already Granted: It was reported that the Cape Western 
Branch had asked that these privileges be extended in the case 
of medical persons invited to attend World Congresses and to 
deliver lectures abroad. The Assistant Secretary (Transvaal) 
stated that he had discussed this matter with the Commissioner 
for Inland Revenue, and it had been clearly stated that under 
no circumstances would attendance at a Congress as an approved 
study course be accepted for income tax rebate. In the circum- 
stances the Parliamentary Committee had decided to recommend 
to Council that this matter be not pressed. Council Agreed. 

72. Proposed Amendment of Section 12 of Motor Vehicle 
Insurance Act, 1942 (Act No. 29 of 1942) as Amended: The Assistant 
Secretary (Transvaal) explained the meaning of Ssctions 11 and 
12 of the Act and said that difficulty usually arose because insurance 
companies were inclined to make ex gratia payments to injured 
parties without admitting liability. Liability in law could only 
be proved in each individual case, so that no decision in a proven 
case could necessarily be made to apply to other cases. It was 
pointed out that about 90% of injured persons could not afford 
to go to law, so that in the circumstances they gladly accepted 
ex gratia payments. If a doctor could not recover his fees from 
the patient—and these were seldom included in ex gratia payments 
—he could sue the insurance company, but in each individual 
case it was necessary to prove liability. It was stated that the 
Secretary for Transport had been approached and had been 
supplied with a memorandum on this subject. The Parliamentary 
Committee was willing to approach him by deputation. 

It was proposed by Mr. Wolfowitz, seconded by Mr. du Toit 
and Resolved that such representations be made by deputation. 

Reference was made to a surgeon in the Cape Midlands Branch 
who was suing an insurance Company. The Branch had requested 
that the Association support him financially in this case. It was 
pointed out that even if he won his case, it would not mean that - 
every subsequent case could also be won, as each would have to 
be fought on its merits. It was estimated that there were approxi- 
mately 500 such cases per month in Johannesburg alone. In the 
circumstances Council could not agree that such assistance be 
given. 

It was pointed out that the Provincial Administrations, in 
supplying hospital facilities, had no more right to payment than 
the doctor who supplied the surgical service. If they required 
the insurance company to pay the hospital expenses of a person 
injured on duty, they must sue as a supplier in the same way as 
the surgeon who supplied the surgical service. 
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After further discussion it was Agreed that any further action 
be left to the Parliamentary Commitiee. 

73. Free Services Provided by Government for Rh Investigation: 
A memorandum, submitted through the Pathologists’ Group, was 
considered. It was pointed out by the Parliamentary Committee 
that the Council had already taken decisions on this subject. 

After discussion, Dr. Gluckman stated that Council should 
attempt to assist the pathologists by impressing on the relevant 
authorities that while they provided the service i: should be 
available at all times. This was supported by Dr. M. Shapiro, 
and Council Agreed. 

74. Liaison with S.A. Nursing Association: Council Noted that 
this had been dealt with under the Report of the Executive Com- 
mittee. 

75. Closed Panel Appointments in Relation to Medical Ethics: 
The Chairman stated that this matter had received attention on the 
previous day under the Report of the Executive Committee. At 
that time he had felt that it would be better dealt with under the 
Report of the Parliamentary Committee. 

Dr. M. Shapiro said he understood that it had been referred back 
to the Executive Committee. 

In the discussion which followed, it was pointed out that the 
original memorandum had been published in the Journal and 
members of Council had been asked to comment on it. The 
comments received had been collated by the Parliamentary Com- 
mittee. Only one of the replies had been in support of the views 
expressed in the memorandum; the others had been antagonistic 
and had demanded that the matter be dropped. 

After a sharp exchange of comments, the Chairman, supported 
by members, demanded that Dr. M. Shapiro resume his seat. 

Reference was again made to the long memorandum prepared 
by the Parliamentary Committee and the recommendations of the 
Parliamentary Committee which had been endorsed by the Execu- 
tive Committee had been passed on to the S.A. Medical and Dental 
Council. It was proposed by Dr. Schaffer, seconded by Dr. 
Vercueil, that these be supported by Council. On being put to the 
vote, this was Carried Nem. Con. 

76. Registration of Medical Auxiliaries: A \engthy report on 
this subject from the Parliamentary Committee was submitted, 
containing three memoranda—one from Dr. Waks in favour of 
voluntary registration, one from Dr. Grundlingh in favour of 
compulsory registration, and one from Dr. M. Shapiro against 
any form of registration. Opinions expressed by Branches and 
Groups were also included in the report. It was stated that this 
matter had been dealt with by the Executive Committee which 
had agreed to support the Parliamentary Committee’s recommen- 
dations: 

(i) That the Association favours the principle of registration 
of medical auxiliaries. 

(2) That it considers that this registration should be voluntary. 

(3) That it considers that the register should be kept by the 
S.A. Medical and Dental Council. 

It was proposed by Dr. L. S. Robertson, seconded by Dr. 
Vercueil, that the recommendations of the Parliamentary Com- 
mittee be accepted by Council. 

After discussion, an amendment was proposed by Dr. M. 
Shapiro, seconded by Dr. Waks, as follows: 

‘(1) That there is a difference of opinion in the Council with 
regard to the principle of registration of medical 
auxiliaries. 

(2) That in the event of a register being maintained, it is 
the opinion of this Council that such a register should 
be voluntary and should be kept by the S.A. Medical 
and Dental Council.’ 

After further discussion, the amendment was put to the vote 

and Carried. It was also Carried as the substantive motion. 

77. Pneumoconiosis Act, 1956: A letter from the O.F.S. & 
Basutoland Branch had been considered by the Parliamentary 
Committee and had been referred for further information to the 
Secretary for Mines. 

Copies of letters from the Branch and the Secretary for Mines 
were submitted. 

The Parliamentary Committee had made no recommendation, 
and it was stated that the Executive Committee, which had also 
considered this matter, recommended to Council that no action 
be taken. Council Agreed. 

The adoption of the Report of the Parliamentary Committee 
was then Proposed and Carried. 
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COMMITTEE FOR CONTRACT PRACTICE 


78. Report of Central Committee for Contract Practice: The 
Vice-Chairman then took the Chair. 

In presenting his Report, Dr. Vercueil stated that the Committee 
had met a few weeks before the Council meeting and had also 
had a meeting with the Advisory Council of Medical Aid Societies. 
He mentioned that a number of matters raised in his Report 
were for noting by Council. Noted. 

79. New Medical Aid Societies: The following Societies were 
recommended for approval: 

(a) Medical Aid Societies: 
(i) Max Engineering Medica’ Aid Fund. 
(ii) Mosenthals Staff Medical Aid Society. 
(iii) Pilkington Group European Medical Aid Society. 

Council Agreed accordingly. 

(b) Benefit Societies Granting Free Choice of Specialist : 
(i) Brakpan Power Station Medical Benefit Society. 

(ii) Tongaat Sugar Co. Medical Benefit Scheme. 
(iii) Tweefontein Colliery Employees Benefit Society. 

Council Agreed accordingly. 

80. Societies Removed from the List: \t was reported that the 
following Medical Aid Societies had withdrawn from the approval 
of the Association. The Societies had ceased to function, as their 
members had been absorbed into medical insurance schemes: 

(a) Caltex Medical Aid Society (South Africa). 
(b) Hume (Transvaal) Medical Benefit Society. 
(c) Hume (Cape) Medical Benefit Society. 

It was further reported that these withdrawals had already been 
published in the Journal. Noted. 

81. Corner House Insurance Fund: \t was stated that this Fund 
had raised the ceiling level for its members to £3,000. The whole 
matter had been investigated by the Southern Transvaal Branch. 

It was proposed by Mr. Wolfowitz, seconded by Dr. Gluckman, 
‘That the Corner House Insurance Fund be informed that their 
letter of 29 September 1958 was considered by the Federal Council 
which will agree to the Constitution of this Fund being amended 
as indicated in the letter, but that it shall apply to all persons 
earning more than £2,500, in conformity with the Council’s 
regulations. The membership cards of such members must be 
endorsed accordingly.’ On being put to the vote, this was Carried. 

The letter from the Fund, referred to above, suggested that all 
members earning over £3,000 per annum should be subject to 
private fees. 

82. Amendments of Constitutions: It was reported by the Com- 
mittee that the Constitutions of the following four Societies had 
been studied and it was recommended to Council that the amend- 
ments be accepted: 

(i) re mal of Master Printers of South Africa Medical 
ociet 
(ii) Friend Medical Aid Fund. 
(iii) Hubert Davies (Johannesburg) Staff Medical Aid Society. 
(iv) Municipal Employees Medical Aid Society (Durban). 

Council Agreed accordingly. 

83. Natal Industries Medical Aid Society: It was reported that 
certain amendments had been made to the Constitution of this 
Society to allow for increased subscriptions and benefits. These 
were Approved by Council. 


It was further reported that additional employer members had 
been approved as follows: 

Grimwood & Co. (Pty.) Ltd. 
Lynn Cutt (Pty.) Ltd. 
Forsyth Udwin (Natal) (Pty.) Ltd. 
Hodgson Extract Co. (Pty.) Ltd. 
Hebox S.A. (Pty.) Ltd. 
Piston Ring & Equipment Co. api ) Ltd. 
Hickman & Kleber (Pty.) Ltd 
J. Lyons & Co. (Pty.) Ltd. 

Council Approved the inclusion of these Societies. 

84. Amended Constitutions: Certain amendments to the Con- 
stitutions of the Legal & General Medical Aid Scheme and The 
Rennie & Consolidated Employees Medical Aid Fund were noted 
and Approved by Council. 

85. Rand Public Service Medical Aid Society: It was reported 
that this Society wished to change its name to ‘The Medical Aid 
Society for Transvaal Teachers’, so that it would be open to the 
whole of the Transvaal rather than only the Witwatersrand area. 
Council Agreed. 
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86. United Banks’ Medical Aid Society: It was reported that this 
Society had submitted certain amendments which included, 
amongst others, that members who had resigned might submit 
claims up to nine months after their resignation. Further, the 
amount of income allowed to a beneficiary had been increased 
from £100 to £300 per annum. Council Agreed. 

87. Natal Coal Owners (Durban Staff) Medicui Aid Society: \t 
was reported that this Society had agreed to remove from its 
Constitution provision to pay fees to chiropractors. Noted. 

88. Specialists Making Use of Assistance in Benefit Society 
Work: A resolution from the Cape Western Branch on this subject 
in regard to specialist services carried out on behalf of the S.A.R. 
& H. Sick Fund, had been discussed. The Committee recommended 
to Council that there would be no objection to a specialist per- 
mitting a partner to assist him in his work for a Benefit Society 
or employing a full-time assistant. 

After discussion Council Agreed that this resolution be not 
taken, in view of the fact that the Council had already resolved 
that when a specialist accepted an appointment to a Benefit 
Society he should undertake to do the work himself. 

89. Continuation Membership of a Benefit Society: The East 
Rand Branch had suggested that continuation membership of a 
Benefit Society should not be permitted to anyone except after a 
minimum of 10 years’ membership of the Society. It had been 
found that members of a Benefit Society, having resigned from 
employment after a relatively short period of membership, could 
become continuation members and continue to enjoy the benefits 
of the Society although they no longer had any connection with it. 
The Committee accordingly recommended to Council that a 
minimum of 10 years’ membership of a Benefit Society be the 
requisite for election to continuation membership of such a 
Society. Council Agreed. 

90. Fees for Insurance Certificates in Deceased Estates: The 
Southern Transvaal Branch had requested that the fee of 10s. 6d. 
for such certificates be reviewed. The Committee recommended 
that there should be a fee of £1 1s. Od. for these certificates. 

After discussion Council Agreed that this matter be referred 
back to the Committee for definition regarding the type of certificate 
to which the fee would apply. 

91. Memorandum on Fees for Benefit Societies from S.A. 
Orthopaedic Association: This memorandum had been considered 
by the Committee and was taken in conjunction with another 
item previously referred to the Committee by Council regarding 
the capitation fees for Benefit Societies. Further consideration 
had been deferred until replies had been received from all the 
Groups and all the necessary information obtained. Noted. 

92. Limitation upon Total Membership of a Society: This was a 
matter which had been referred back to the Committee by Council. 
It had been considered and the Committee recommended to 
Council: 

(1) That the total number of members of a Society should 
not be restricted. 

(2) That the number of constituent bodies in a Society 
should not be restricted as long as the Society conforms 
to the income group laid down by the Association, even 
if it were a conglomerate body. 

Considerable discussion followed and eventually it was proposed 
by Dr. M. Shapiro, seconded by Dr. Gluckman, that the question 
be now put. Council Agreed. 

The recommendation of the Committee was put to the vote 
and Lost, there being 18 votes recorded in favour of the recommen- 
dation and 20 against. 

93. Additional Charges for Tests and Procedures Undertaken 
During Routine Examinations: It was reported that the S.A. 
Medical and Dental Council had been asked for a ruling with 
particular reference to the charges for Papanicolaou smears. The 
Medical Council had ruled that it would be contrary to Note (i) of 
Rule 13 of the Council’s Ethical Rules for a Gynaecologist to 
charge for the examination referred to. It would therefore appear 
that a specialist should not charge for such examinations 
as were ordinariiy required to arrive at a diagnosis or which 
normally fell within the sphere of another speciality. The Com- 
to Council that this be noted. Council 
Agreed. 

94. S§.A.A.M.E. Medical Aid Fund: \t was reported that at the 
last meeting of Council, members had reported certain difficulties 
experienced by members of the Association regarding payment of 
accounts, and it had been suggested that all complaints should 
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be sent to the Committee for attention. The Committee reported 
that no complaints regarding this Fund had been received. It 
was further reported that one complaint had been received at the 
time of the meeting and that an enquiry would be made. Noted. 

95. Income Ceiling for Medical Aid and Benefit Societies: It 
was stated that East Rand Branch had submitted a resolution 
recommending that separate ceilings for Benefit Societies and 
Medical Aid Societies be established and that the principle of 
an average income be abolished. It was also recommended that 
before any final resolution was accepted, contacts should be 
made with existing Benefit Societies and industries for full dis- 
cussion. The Committee had considered all the implications of 
such a change and had come to the conclusion that it was not 
practical at the present moment. Accordingly the Committee 
recommended to Council that the matter be referred back to the 
Branch for consideration cf ways and means by which such a 
change may be brought about successfully. Council Agreed 
accordingly. 

96. Printing Industries Labourers’ Sick Benefit Fund: Council 
was reminded that this Fund had been given recognition in 1955 
to operate on a closed panel basis for a period of three years, 
subject to review. The Cape Western Branch had submitted that 
the Fund should now operate on an open panel basis. Having 
been approched on tnis question, the Fund had given the 
information that there were 7,093 members, all non-Europeans, 
allocated amongst 24 medical officers all over the Union. Of the 
members, 5,171 were Natives. The Fund contended that it was a 
difficult problem to administer the Fund if non-Europeans who 
were mostly uneducated people from whom too much could not 
be expected, had free choice of doctor and were continually 
changing their medical practitioner and their residence. The 
Fund was operating satisfactorily and had requested that the 
present system be retained for a further period. The chief obstacle 
appeared to be that the cost of administration could be prohibitively 
increased. The Cape Western Branch, however, had repeated its 
request that open panels should be instituted. 

The Committee had agreed to recommend that the Cape Western 
Branch be supported in its endeavour to obtain the open panel 
system in its area, but that it be left to the other Branches to decide 
what they desired in their respective areas. Noted. 

97. Confinement Fees in the Bloemfontein Area: Further con- 
sideration had been given to the report that practitioners in 
Bloemfontein were charging Medical Aid Society cases 15 guineas 
for confinements, which was the same fee charged to private 
patients. After enquiries from a Medical Aid Society and corres- 
pondence with the Branch, the Committee had ruled that Medical 
Aid cases in the area should be charged 12 guineas. The Branch 
had been advised and the Committee had not received any further 
communication from the Branch, so that the ruling was apparently 
accepted. The Committee recommended to Council that this be 
noted. Council Agreed. 

98. Post Office Medical Aid Society: At the last meeting of 
Council it had been reported that the Society was negotiating an 
agreement with the Optical Association for the supply of spectacles 
and the testing of eyes of its members. The Society had been 
advised that the Association objected to this arrangement, and the 
Society had dropped the idea of such an agreement. The Committee 
had also been advised that claim forms which had to be signed 
by medical practitioners had now been abolished. Noted. 

99. Joint Meeting with Representatives of Medical Aid Societies: 
It was stated that a number of matters had been discussed at 
a special meeting held on 12 June 1958. Representatives of 
Approved Medical Aid Societies had been present, and 10 of the 
16 members of the Central Committee for Contract Practice had 
also been present. In addition, Dr. Miller, the Honorary Secretary 
of the Southern Transvaal Branch, had been co-opted. Noted. 

100. Consulting and Visiting Fees for General Practitioners: At 
its last meeting Council had agreed that the Committee should 
negotiate with the Societies on the basis of certain fees which 
had been adopted. The fees offered by the Society were recorded 
in the Minutes of the meeting and had been referred to the Executive 
Committee which had agreed that they be accepied. The fees were 
as follows: 

Visits: Jonannesburg 20s. Od.; Rest of Union and South- 
West Africa 15s. Od. to 17s. 6d. according to the private fees 
charged in a centre. 

Night Calls: Johannesburg 27s. 6d.; Rest of Union and 
South-West Africa 25s. 0d. 
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Weekends and Holidays: A uniform fee up to 25s. 0d. 

A note was added that in the case of an initial call received and 
made during a weekend (1 p.m. Saturday through Sunday) or a 
public holiday, a general practitioner may, in his discretion, 
charge a visiting fee of up to 25s. Od., it being recognised that the 
Medical Aid Society may pass the additional fee to the member. 
For the purpose of this paragraph, an initial call means one for 
a patient who has not been seen during the preceding six days. 

The Societies had agreed to this weekend fee only after members 
of the Committee had indicated that cases of genuine illness would 
receive consideration. 

Considerable discussion followed, and the decision of the 
Executive Committee to accept these fees was put to the vote 
for confirmation. Council Agreed that the decision of the Executive 
Committee be Confirmed. Dr. M. Shapiro and Mr. Wolfowitz 
asked that their votes be recorded against this motion. 

Council adjourned for lunch from 12.50 p.m. to 2.20 p.m. 

101. Application of Income Ceiling of £2,500: It was reported 
that Medical Aid Societies had put forward a strong plea that this 
ceiling be abolished because they contended that the higher- 
paid executives in a business were the prime movers in establishing 
Societies and so subsidized the lower-paid members of the Societies 
to a considerable degree. The number earning over £2,500 was 
not more than one out of every 300 members. The Committee 
recommended to Council that while there was nothing that could 
be done about the old Societies to whom this rule had not originally 
applied, the Association should continue to apply this rule to new 
Societies which sought recognition. 

An amendment was proposed by Mr. Wolfowitz, seconded by 
Dr. Adler, ‘That all Medical Aid Societies, old and new, be 
informed that no new member earning more than £2,500 per annum 
be admitted in a Medical Aid Society except as a patient who 
will be charged full private fees, as from 1 December 1958’. 

On being put to the vote, the amendment was Carried. It was 
also Carried as the substantive motion. 

The Committee further recommended to Council that the 
figure of £1,500 (basic salary) be changed to £1,750 (gross income); 
otherwise Societies would probably have more than 3% of persons 
earning over £1,500 per annum if they took total salaries into 
account. On being put to the vote, this recommendation was 
Carried. 

102. Incorporation of New Firms into Existing Societies: It was 
reported that representatives of the Medical Aid Societies had 
requested the withdrawal of the rule requiring the ‘prior sanction’ 
of the Medical Association before new firms could be admitted 
to the Society. 

In view of the resolution taken in Minute 92 above, Councii 
Agreed that this rule should not be withdrawn and that Societies 
should obtain the prior sanction of the Association before ad- 
mitting new firms. 

103. Disciplinary Action in Relation to Practitioners Who 
Overtreat and Consequently Overcharge Members of Medical Aid 
Societies: It was reported that the Societies had been advised of 
the resolution adopted by Council at its previous meeting, in 
which it had been laid down that Branches of the Association 
would investigate enquiries about accounts rendered to members 
of Medical Aid Societies. The representatives had received this 
information with thanks. The Societies wished it to be known 
that when accounts were queried, it was usually an enquiry and 
not a complaint. It had been suggested by the Societies that an 
additional item be placed in the General Rules Governing the 
Tariff, to which the Committee had agreed. 

After discussion Council Agreed that the following paragraph 
be added on Page 3 of the Tariff Book as Item 12 of the General 
Rules Governing the Tariff: 

‘That approved Medical Aid Societies may refer to the 
respective Branch of the Association any cases about which 
they are in doubt.’ 

104. Non-Payment of Account When a Member Has Exceeded 
His Benefits: It was reported that representatives of Medical Aid 
Societies had been asked to clarify the procedure which had to be 
adopted by medical practitioners. The representatives had ex- 
plained that it had been agreed previously that practitioners 
should inform a Society prior to embarking on any expensive 
treatment, thereby ensuring that he could be informed in good 
time if the member was close to exceeding his benefit. Furthermore, 
general practitioners usually knew whether a member or one of 
his family had received much treatment, so that they should be aware 
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that the funds still available would probably be limited. Doctors 
should also advise the specialist, to whom they referred cases, 
that benefits were likely to be low. The representatives of Societies 
had stated that they assisted as far as was in their power, and that 
there was not much that could be done in cases where the Society 
did not have prior advice of expensive treatment to be instituted. 

Council Agreed that this be Noved. 

105. Provision of Benifits on Ophthalmological Services: It was 
reported that the Councils of Medical Aid Societies had persuaded 
the majority of their constituent member Societies to accept 
accounts for certain ophthalmological services, but there were 
still some 12 Societies that did not grant benefits on these accounts. 
The Councils had done their best in this connection and, con- 
sidering the few Societies that still excluded these benefits, the 
Committee had not pursued the matter further. Noted. 

106. Fees for Materials Used by Anaesthetists: It was stated 
that it had been generally agreed by the representatives of the 
Societies that when the Tariff had been drawn up there had been 
an understanding that anaesthetists could charge for materials 
where these were not provided by the hospitals and nursing homes 
as was the case in many centres. They had made no objection to 
the necessary amendment being made to the Tariff for anaesthetists. 
The Committee therefore recommended to Council that a Note 
be inserted at the end of the section for Anaesthetics (Section *V’ 
of the Tariff of Fees), reading: ‘The charges listed above do not 
include the cost of material.’ Council Agreed. 

107. Non-Payment of Accounts for Services Rendered to a 
Patient Whiie Still a Member of a Society But Who Resigned 
Before the Accounts Were Paid: The attention of the representatives 
of Societies had been drawn to the fact that a practitioner had 
to wait four months before advising a Society that an account 
was unpaid, with the result that if the doctor was perhaps advised 
that the member had exceeded his benefit or had resigned, it was 
often difficult to trace the patient. The representatives stated that 
there could not be a very large amount involved in these instances, 
and assured the Association that every endeavour was made to 
collect from a member who had resigned. They had no means of 
enforcing the collection of back debts as they no longer had a 
lien on the person’s salary. The Society would pay the doctor 
the amount of benefit available to the member, and the doctor 
could collect the rest from the member or he could sue the member 
at private rates. It had eventually been agreed that the period 
mentioned in the Tariff book should be shorter and that practi- 
tioners could send the third-monthly account instead of the 
fourth-monthly one direct to the Society. 

In the circumstances it was Agreed that the Preamble to the 
Tariff should be altered so that at the end of the second paragraph 
it would read: ‘If payment of an account is not received after two 
consecutive monthly accounts have been rendered to the member, 
the third-monthly account, giving the full name. . .” etc. 

The Committee further recommended to Council that in order 
to obviate delay in payment of accounts, Medical Aid Societies 
be requested to advise their members that prompt submission 
of their claims was imperative so that medical practitioners could 
be advised at the earliest opportunity whether a member was in 
benefit or not. Council Agreed. 

A submission by the East Rand Branch that accounts be sent 
direct to Societies in the first instance in the form of a duplicate 
of the account sent to the member, was ruled as contrary to the 
Ethical Rules of the Medical Council, in that details could not 
be disclosed to a third party. The Committee recommended to 
Council that this be noted. Council Agreed. 

108. Claim Forms: It was reported that it had been impossible 
to frame a uniform claim form for use by all Societies, and a 
large number of Societies had already done away with claim 
forms. The majority appeared to be satisfied with detailed accounts 
which members of Societies could attach to their claim forms 
or which were accepted as claims by themselves. It was further 
reported that the Regional Councils of Medical Aid Societies 
were still investigating the question of a uniform claim form or 
whether to negotiate for their abolition. Noted. 

109. Application of Tariff of Fees for Approved Medical Aid 
Societies: It was stated that when medical practitioners rendered 
accounts for services which were not detailed in the Tariff book, 
detsy had often occurred because the accounts had to be referred 
to the Committee or to a Branch for advice as to whether the 
fees were in keeping with the Medical Aid Tariff or not. The 
Paymaster of the Police had suggested that in such cases the account 
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should disclose, in addition to the fee claimed, a brief description 
of the procedure, reference to a comparable item in the Tariff 
and an endorsement of approval by the local Branch of the 
Association as evidence that the fee claimed was reasonable. It 
was pointed out that this would possibly limit unnecessary corres- 
pondence between the Society, the doctor and the Branch. The 
representatives of the Societies had stated that they often arranged 
fees quite satisfactorily with the doctor concerned. but they 
agreed to the principle suggested by the Paymaster of the Police. 
The Committee recommended to Council that this suggestion be 
accepted and that Branches be advised thereof. Council Agreed. 

110. Subsequent Consultations: In regard to the definition of 
this term, it had been generally agreed that the definition in the 
Tariff book was sufficiently clear, and the representatives of the 
Medical Aid Societies had agreed that if consultations were 
necessary subsequent to the after-treatment following an operation, 
charges for such consultations would be permissible. The Chairman 
of the Committee pointed out that for medical and similar cases 
it had been laid down that the usual charge up to six months 
was for a subsequent consultation, but after that period the full 
fee for a first consultation could be charged. Council Agreed. 

111. Specialist Fee for Confinement: It was reported that the 
S.A. Society of Obstetricians and Gynaecologists had been 
requested to draw up a list of fees for the various abnormalities 
for which they might be called in by general practitioners attending 
Medical Aid Society patients. The Group had replied that it 
was not prepared to draw up a list and that members of the Group 
would give consideration to each case and charge fees in keeping 
with the preferential fees for members of Medical Aid Societies. 

In the circumstances Council Agreed that the reply of the 
Group be Noted. 

112. Fees for More than One Patient in the Same Home: \t was 
reported that the represeniatives of the Societies had requested 
consideration of Item ‘PE’ 7 in the Tariff book where it referred 
to the fees charged for attendances on more than one patient in 
the same household for the same condition. After discussion it 
had been generally agreed that the item should be interpreted to 
mean that the charge of 50°, should apply for all additional 
consultations during the same visit, or consultation to the same 
household for the same or different illnesses. The Committee 
had agreed to recommend to Council that this be adopted and 
that the wording of the paragraph be altered to read: ‘When 
more than one patient in the same household is attended at the 
same visit or consultation for the same or a different illness, the 
Tariff fee shall be charged for the first patient and 50°; of this 
fee for each subsequent patient.” Council Agreed. 

113. Travelling Fees: It was stated that representatives of the 
Societies had pointed out that there was misinterpretation of 
the item relating to weekend fees for travelling, as to whether 
the mileage should be charged from the doctor’s home or from 
his rooms. Some practitioners interpreted the wording in the 
Tariff as allowing travelling fees to be charged in Johannesburg 
at night or during the weekend. In order to cover these contingen- 
cies, the Committee had accepted the suggestions put forward 
by the Societies, and recommended to Council that the words ‘in 
cases where travelling fees are allowed’ should be added at the 
end of paragraph 4 in the section for Travelling Expenses. Council 
Agreed. 

It was further recommended to Council that the words ‘at 
the time the call is made’, at the top of the column of mileage 
_— in the section for Travelling Expenses, be omitted. Council 
Agreed. 

114. Relations of Medical Association with Medical Aid Schemes 
Operated by Insurance Companies: It was reported that the Com- 
mittee had considered a letter received from the S.A. National 
Sickness and Accident Insurance Co. Ltd., in which contact with 
the Medical Association was sought in order to discuss the question 
of co-operation between medical practitioners and SANSOM. 
The Company had desired to know on what conditions the Medical 
Association would recognize it, and for that purpose had submitted 
a memorandum, a copy of which was tabled. A further memo- 
randum, drawn up by the Advisory Council of Medical Aid 
Societies, was also submitted. 

The Committee reported that after full discussion of this matter, 
it had agreed to recommend to Council that, recognizing that 
medical insurance schemes may become a powerful force in the 
country in the future, Council take steps to appoint and authorize 
a committee to meet their representatives for exploratory purposes. 
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Considerable discussion followed, and eventually the recommen- 
dation of the Committee was put to the vote and Carried by 28 
votes to 11. 

The Vice-Chairman agreed that it be minuted that no negotiations 
were to be carried out at this stage but that the talks would be 
purely exploratory in nature. 

It was proposed by Mr. Wolfowitz, seconded by Dr. Helman 
and Agreed that the Executive Committee of the Central Committee 
for Contract Practice be authorised to act in this case. 

115. Interpretation of Fee for Unilateral or Bilateral Operation: 
It was reported that a Medical Aid Society had requested a ruling 
on the fee for a bilateral lumbar sympathectomy. The advice 
of the Association of Surgeons had been that the fee in the Tariff 
book was the fee for one side only. From the discussion it had 
appeared that there were certain operations for which the fee of 
an additional 50°, if done bilaterally, was not sufficient, con- 
sidering the time and trouble involved. In the circumstances 
the Committee recommended to Council that the Groups be 
requested toconsider which items in the Tariff should have a different 
fee to that laid down in the book when done bilaterally, so that 
these items might be considered when the next revision of the 
Tariff book was undertaken. Council Agreed. 

116. Limitation of Fee for One Iliness—Time Limit for Treatment 
Advisable: It was stated that in the section for Psychiatry a limit 
of £85 was laid down for the treatment of one patient for any 
one illness. The treatment of a patient by a psychiatrist had 
exceeded this amount and the psychiatrist had reduced his account 
to the amount laid down as the maximum but had suggested 
that the réstriction on the fee should also have a time limit. In 
conjunction with the Medical Aid Society concerned, he had 
put forward the suggestion that the limit of £85 should apply for 
treatment for a period of one year calculated from the date of the 
initial consultation. After considering this matter, the Committee 
had agreed to recommend to Council that the following sentence 
be added to the Note at the end of the Section ‘I’ of the Tariff: 
‘The period of time to which this restriction of the fee applies 
shall be one year from the date of the initial consultation.’ Council 
Agreed. 

117. Travelling Fees: It was reported that the S.A. Mutual 
(Staff) Medical Aid Society had asked for guidance on the question 
of travelling fees charged by medical practitioners, and the Com- 
mittee had ruled as follows: 

‘Where a surgeon requires the services of a specialist anaesthetist 
and they have to travel to a hospital, travelling fees should only 
be charged for one journey, except where they have to travel 
separately on account of the nature of their engagements. Double 
travelling fees should not be charged where partners travel together 
to the same hospital to perform operations, one being assistant 
to the other. Travelling fees should not be charged in connection 
with anaesthetics administered to Medical Aid patients at the 
Karl Bremer Hospital.” 

Council Agreed. 

118. Non-Payment of Account Because Member of Socie:y Had 
Not Been Referred by a General Practitioner: It was reported that 
the Southern Transvaal Branch had submitted a complaint from 
a practitioner against the Escom (Natal) Medical Benefit Society 
that his account had not been paid. The Society had repudiated 
liability because, contrary to the rules of the Society, the member 
had consulted a specialist without prior reference to the general 
practitioner. The specialist had then referred the patient to another 
specialist who had complained of non-payment of his account. 
In addition the specialist had allowed more than six months to 
elapse before drawing the attention of the Society to the fact 
that his account had not been paid. The Committee had considered 
this matter and had agreed that the Society could not be held 
responsible for the account. There was a specific agreement with 
the Medical Aid Societies that specialists should only be consulted 
through the recommendation of the general practitioner, who 
had been available in this case. 

In the discussion which followed, it was pointed out that the 
patient had not been referred by her generai practitioner to either 
of the specialists in question, and that accordingly both specialists 
were entitled to obtain private fees from the patient concerned. 

Council Confirmed the decision of the Committee. 

119. Working Husband as Dependan of Female Member of 
Medical Aid Society: It was stated that the Natal Coastal Branch 
had reported to the Committee that cases had occurred where a 
wife belonging to a Society claimed her working husband as a 
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dependant entitled to Medical Aid benefits. The Committee had 
ruled that this could not be accepted, as a person should be a 
true dependant of the member of a Society in order to be a 
beneficiary. Council Agreed. 

120. Benefit Societies Formed under Industrial Agreements: It 
was reported that the Southern Transvaal Branch had submitted 
correspondence drawing attention to the growing number of 
benefit funds established under industrial agreements without the 
Association being able to deal with such societies before they 
were established. The Committee recommended to Council that 
the matter be referred to the Parliamentary Committee for approach 
to the Government Department concerned. 

In the course of discussion it was proposed by Mr. Wolfowitz, 
seconded by Dr. M. Shapiro, ‘That no Benefit Societies, negotiated 
under industrial agreements, be recognized unless a completely 
free choice of doctor for all medical services be contained therein, 
and that the Minister of Labour be interviewed to apprise him 
of this resolution for congnisance thereof in the promulgation of 
new industrial agreements. 

After further discussion, this resolution was withdrawn with 
the permission of Council. ° 

The recommendation of the Committee was put to the vote 
and Carried. 

121. Pathological Services to S.A.R. & H. Sick Fund: It was 
stated that a letter had been received from the Sick Fund, requesting 
that the Southern Transvaal Branch should not pursue the matter 
of the appointment of pathologists to the Fund in Johannesburg 
any further, as the Branch was alleged to have created an issue 
which did not exist. An advertisement had been placed in the 
Journal in error but had been later withdrawn. The Committee 
had been informed that certain factual statements in the letter of 
the Fund were not correct and that the Branch was still investigating 
the position. The Committee recommended to Council that no 
action be taken as the matter was still in the hands of the Southern 
Transvaal Branch. 

After discussion it was proposed by Dr. Schaffer, seconded by 
Mr. Joubert and Resolved that this matter be referred back to the 
Central Committee for Contract Practice for a recommendation. 

122. Examinations for Permanent Incapacity by an Independent 
Doctor: It was reported that the Cape Midlands Branch had 
submitted a letter received from the Leather Industry Provident 
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Fund, enquiring whether it was ethical for the Fund to obtain a 
certificate from a doctor other than the usual medical attendant. 
The Fund had acted on certificates issued by medical officers of 
the Leather Industry Sick Benefit Fund, a sister organisation, or 
private practitioners, but the question was whether any other 
doctor could be appointed to do an independent examination for 
the Fund. The Committee had expressed the opinion that there 
could be no objection to an independent doctor being asked to 
examine a member and to supply a certificate of health for the 
purposes of the Fund. Council Agreed. 

123. Fees for Shipping Companies: \t was stated that a request 
had come from the Radiological Society for uniformity to be 
established in the charges for attendance to seamen or others 
for whom the shipping companies were responsible. It had been 
pointed out that at some coastal ports private rates were charged 
and Medical Aid rates at the others. The Committee had agreed 
to recommend to Council that the Medical Aid Society Tariff 
should apply to services rendered to seamen treated or examined 
at Union ports. 

After full discussion, the Committee’s recommendation was 
put to the vote and Lost, no votes being cast in favour of the 
proposal. 

124. Disapproval of Member of yew with Decision of 
Federal Council: At its last meeting Council had confirmed a 
ruling of the Committee on a disputed account of a member of 
the Association. The member concerned had written to his Branch, 
intimating his dissatisfaction with the decision of Federal Council. 
The Committee had agreed to recommend that the member be 
advised through his Branch that all decisions of the Federal 
Council were binding on all members of the Association. Council 
Agreed. 

Dr. Vercueil then moved the adoption of the Report of the 
Central Committee for Contract Practice. In doing so, he thanked 
Dr. Marchand and Dr. Combrink and their secretaries for the 
help which had been given him. ; ' 

The adoption of the Report was Carried with acclamation. 

Mr. Wolfowitz proposed a vote of thanks to Dr. Vercueil and 
the secretariat and to the members of the Central Committee for 
Contract Practice. This was Carried with acclamation. 


To be concluded in Issue of the Journal for 27 December 1958. 


THE TREATMENT OF THE NEPHROTIC SYNDROME WITH PARTICULAR REFERENCE TO THE 
STEROIDS AND THE DIURETICS* 
L. Eaves, M.D., M.R.C.P. AND S. J. SAUNDERS, M.B., Cu.B., F.C.P. (S.A.), Department of Medicine, University of Cape Town 


The pathophysiology of the nephrotic syndrome was discussed 
in relationship to the methods of treatment with special em- 
phasis on the mode of action of the steroids and the diuretics. 

Experience in the use of the steroid drugs over the past 6 years 
at Groote Schuur Hospital, Cape Town, was reported; 111 courses 
of treatment have been given to 57 patients. There were 13 Bantu, 
16 European and 28 Cape Coloured patients—of these 18 were 
children of 12 years or under. With the exception of 8 patients 
with Type 1 nephritis, 2 with systemic lupus erythematosus and 
one with diabetic glomerulosclerosis, all had Type II nephritis. 
Treatment included the following: ACTH 52 courses, cortisone 
10 courses, prednisone 7 courses, triamcinolone 2 courses and 
dexamethazone 5 courses. The outcome to date has included 
6 provable recoveries and 3 possible recoveries (residual slight 
proteinuria or absent proteinuria for less than a year). Five of 
the 6 recoveries were in children under the age of 12 years. In 
20 the disorder was still active and 18 are known to be dead. 
In 6 the outcome was unknown and 4 were stil! under treatment. 
The causes of death were uraemia in 16, infection in 2, renal 
and adrenal vein thrombosis in 1, and myocardial infarction in 1. 

The nature and types of the response to the steroids was demon- 
strated and discussed. Favourable results were associated usually 
with a prompt decrease in the severity of proteinuria although 
in some patients it is clear that proteinuria might decrease after 
a more prolonged course of treatment. 

In general the results were not as favourable as reported by 
many other writers. The reasons for this difference were dis- 


* Abstract of ~ delivered at Research Forum, University of Cape Town, 
on 4 December 1958. 


cussed—in particular the importance of a sufficiently long follow 
up period was stressed. Complete freedom from proteinuria 
and normal biochemical findings for at least one year, and prob- 
ably 2 years, is the necessary criterion for recovery. The diffi- 
culties in comparing one drug with another were noted. The 
differing responses of prednisone as compared to ACTH were 
described. It was observed, however, that despite earlier claims to 
the contrary, prednisone might produce very marked fluid reten- 
tion. 

In a Bantu subject with the nephrotic syndrome a favourable 
response to dexamethazonet (in high dosage) was demonstrated. 
There was no gain in weight. Marked amelioration in the severity 
of proteinuria occurred and diuresis followed. : 

The important role of diuretics in the nephrotic syndrome 
was discussed. Mersalyl remains a useful and safe diuretic acting 
primarily by interferring with the tubular reabsorption of chloride. 
Acetazoleamide acts by inhibiting carbonic anhydrase while 
chlorothiazide has both actions, the carbonic anhydrase inhibition 
being minimal. Twelve patients with the nephrotic syndrome had 
received chlorothiazide and 7 had responded well. There was no 
obvious reason why the others did not respond. A synergistic 
action had been observed with some of the diuretics. 

A new oral diuretic Su 587°4 was investigated. This drug, 
which is derived from a benzene disulphonamide, is related to 
chlorothiazide.’ Detailed clearance studies on 2 subjects showed 
Su 5879 to increase the excretion of chloride and sodium with 
little increase of potassium excretion. There was no significant 


+ ‘Decadron’ — Merck, Sharpe and Dohme International. 
‘Esidrex’ — Ciba Ltd. 
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increase in bicarbonate excretion and titratable acidity and am- 
monia excretion did not diminish. Urine pH did not rise. In 
these 2 instances the drug appeared not to inhibit carbonic anhy- 
drase activity. The effect on the glomerular filtration rate was not 


PASSING EVENTS : 


Dr. G. B. Barlow, eye specialist, has moved his consulting rooms 
from Amstel Buildings, Voortrekker Street, to Medical Centre, 
Joubert Street, Vereeniging. 

Dr. G. B. Barlow, oogarts, het sy spreekkamers verskuif na 
Mediese Sentrum, Joubertstraat, Vereeniging. 

* * * 

Dr. Carl Barrett, M.B., Ch.B. (Leeds), M.R.C.O.G., D.Obst., 
R.C.O.G., of Johannesburg has returned to the Union after 
5 years postgraduate study at The Hospital for Women and The 
Maternity Hospital, Leeds, UK. Dr. Barrett has commenced 
practice as a specialist obstetrician and gynaecologist at 26-28 
Jenner Chambers, Jeppe Street, Johannesburg. Telephones: 
Rooms 22-4464, residence 46-4968, emergency 22-4191. 


* * * 
South African Journal of Laboratory and Clinical Medicine. Mem- 
bers are reminded that subscriptions to the quarterly Journal of the 
Association are £1 5s. a year. This Journal comprises articles 
of a scientific and technical nature which do not usually appear 
in the weekly Journal, but are of interest to all members of the 
medical profession. 

Suid-Afrikaanse Geneeskundige Tydskrif vir Laboratorium- en 
Kliniekwerk. Lede word daaraan herinner dat die inskrywingsgelde 
vir die kwartaalblad van die Vereniging £1 5s. Od. per jaar is. 
Hierdie Tydskrif bevat artikels van ’n wetenskaplike en tegniese 
aard wat nie gewoonlik in die weeklikse Tydskrif verskyn nie, 
maar wat van belang vir alle lede van die mediese professie is. 

* * * 

Three United States Geneticists win 1958 Nobel Prize for Medicine. 
The Nobel Prize for Medicine and Physiology will be presented 
to three United States scientists in December for their work on 
probiems of heredity. The geneticists are Dr. Joshua Lederberg 
of the University of Wisconsin, Dr. E. L. Tatum of New York’s 
Rockefeller Institute and Dr. George Wells Beadle of the Cali- 
fornia Institute of Technology. 

Dr. Lederberg will receive one-half of the $41,420 prize money 
‘for his discoveries concerning genetic recombination and the 
organization of the genetic material in bacteria’. The other half 
of the prize goes to Drs. Beadle and Tatum ‘for their disccyery 
that genes act by regulating specific chemical processes’. 

Dr. Lederberg, 33, graduated from Columbia University when 
he was 19. He received his doctorate from Yale University in 
1948 and went the same year to Wisconsin. Last year he organized 
a medical genetics department at the University. Next February 
he will leave to head a similar department at Stanford University 
in California. 

Dr. Beadle, 55, was appointed head of the division of biology 
at California Institute of Technology in 1946. At present he is 
visiting Qxford University in England to lecture on biochemical 
genetics. 

Dr. Tatum, 49, has been a member and professor of the Rocke- 
feller Institute, a scientific research centre and graduate university, 
since 1957. A native of Boulder, Colorado, he received his Ph.D. 
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significant. The drug has been used in 3 patients with nephrosis 
with a good response in 2 and a partial in a third. It is a promising 
oral diuretic and may require supplementary potassium because 
of the considerable potassium loss o in one patient. 


IN DIE VERBYGAAN 


degree in biochemistry from the University of Wisconsin in 1934. 
He has been head of the biochemistry department at Stanford 
University before joining the Rockefeller Institute. 


IN MEMORIAM 
Henry WALLACE-Jones, M.Sc., M.D., D.Cu.O. (L’PooL), F.R.C.P: 
Dr. D. P. de Villiers, of Cape Town, writes: Dr. Henry Wallace- 
Jones of Sea Point, Cape, aged 70 years, passed away suddenly 
on 8 October 1958 in Johannesburg. 

Dr. Wallace-Jones was an 
eminent cardiologist and phy- 
sician of a type one has been 
honoured to know. In 
South Africa today a goodly 
number of senior practitioners 
learnt their medicine and 
especially cardiology at Liver- 
pool from the late Prof. John 
Hay and the late Dr. John 
Owcn but, let it be said by 
one who knows, Dr. Wallace- 
Jones of the medical wards 
and out-patient department 
in the Royal Infirmary, Liver- 
pool, taught many genera- 
tions of medical men medicine 
and cardiology of a _ very 
high practical standard. 

He came to South Africa 
in 1948 and loved our country 
with its many problems. He 
had a distinguished military 
career during World War I. 
He and his family made many 
air and sea trips between 
South Africa and England, 
and on his recent return from a trip disaster overtook him—a 
coronary thrombosis. 

His close friend Lord Cohen of Birkenhead will be writing of 
him in the British Medical Journal. 1 humbly pay tribute to a 
former teacher and friend on behalf of all South Africans who 
knew him in Liverpool and in South Africa, and who drew so 
much inspiration from his noble character. 

Our heartfelt sympathy is extended to Dorothy, his devoted 
wife, and his three sons. 

Dr. J. M. Selkon, who has known him very well during his 
stay in Cape Town, adds: His sincerity, manner and kindliness 
to all who knew him, was that of a born gentleman. His place 
it will, indeed, be difficult to fill. It is some consolation to us to 
know that one of his sons has followed him in the medical pro- 
fession. 


Dr. Wallace-Jones 


REVIEWS OF BOOKS : BOEKRESENSIES 


CARDIAC ABNORMALITIES 


Die Lungenarterienbahn bei angeborenen Herzfehlern. Weft 2. 
Von Priy.-Doz. Dr. K. Kéhn und Dr. M. Richter. viii+112 
Seiten. 52 Abbildungen. DM 29.50. Stuttgart: Georg Thieme 
Verlag. 1958, 
By way of introduction the authors devote a good deal of the 
chapter reviewing the embryology of the heart and the anlage 
of the pulmonary circulation. They also explain in brief the 
secondary changes which occur resulting in the diminished number 
of bloodyessels found in the adult. Special stress is laid on the 
Primitive aortic arches and embryological shunt which some- 
times persists as the well-known patent Ductus arteriosus. 


Based on this, there follows a description of the congenital 
cardiac abnormalities such as Fallots tetralogy, trilogy, Lutem- 
bachers syndrome and numerous other conditions which do not 
render themselves available for description because of lack of 
space. 

Othe different methods of coming to a correct diagnosis, to- 
gether with special investigations, are reviewed. The authors 
also made a very careful study of the conditions commonly associ- 
ated with abovementioned abnormalities. 

The text is illustrated with appropriate photographs of histo- 
logical sections obtained from post-mortem study of the more 
common cardiac abnormalities, based on those with increased 
pulmonary circulation and those without. 
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The authors found that these congenital abnormalities are 
commonly associated with numerous micrcscopic emboli of the 
lung fields. It is their experience too, that patent Ductus very 
often presents with pulmonary A-V fistulae. Similarly it was 
observed that the Eisenmenger complex usually presents with 
large fibrin pedicles of the pulmonary arteries. The authors also 
give a detailed description of the changes encountered during 
hypoxia and over-oxygenation, which explains the changes seen 
in the Jungs of premature babies exposed to prolonged or over- 
oxygenation. 

D.J.H. 
CIRCULATION 


Circulation. Proceedings of the Harvey Tercentenary Congress 
held on 3 June-8 June 1957 at the Royal College of Surgeons 
of England, London. Edited by John McMichael, M.D., 
F.R.C.P., F.R.S. Pp. xxiii+503. Illustrations. 50s. Oxford: 
Blackwell Scientific Publications. 1958. 


The proceedings of this tercentenary Congress held in London 
during June 1957, have been admirably transcribed and collated, 
and the whole work is presented in book form. One cannot but 
marvel at the impetus which Harvey imparted to the study of the 
circulation. 

It is apparent from this work that the circulating aspects of the 
human body has become such an intricate field of study that it 
is not possible for any one to encompass the whole. Harvey 
could not but be proud of the edifice which has been built on 
the foundation which he laid. Nor could he be ashamed of the 
minds of the men who have followed. 

_ The editor, himself renowned for his research into the circula- 
tion, brings to us a whole galaxy of scientists and doctors working 
and making important contributions to our knowledge of the 
circulation. 

The initial chapters cover the historical aspects of Harvey’s 
life and work and give us an appreciation of the setting which 
enabled him to make his discoveries. Subsequent sections are 
devoted to the role of the heart, to haemodynamics, the coronary 
circulation, the pulmonary circulation, cardiac surgery, the 
cerebral and splanchnic circulation and the peripheral circulation. 

Clinical research, highly specialized laboratory techniques and 
the surgical contributions are ali presented and one gains con- 
ception of the enormous advances which have been made especi- 
ally in more recent years. 

This book also contains a unique discussion conducted by 
Trans-Atlantic radio-telephone between the annual meeting of 
the American Medical Association in New York and the Harvey 
tercentenary congress in London. By making the proceedings 
of this congress available, McMicheal has ensured that Harvey 
and the work which has emanated from him and his followers, 
will find its way to every student of the circulation. 

A.J.B. 


MORMAL AND ABNORMAL LABOUR 


Human Parturition—Normal and Abnormal Labor. By Norman 
F. Miller, B.S., M.D., F.A.C.S., A.C.O.G.,T. N. Evans, A.B., 
M.D., F.A.C.S., A.C.0O.G. and R. L. Haas, A.B., M.D., 
F.A.C.S., A.C.0.G. Pp. 248. 66 Illustrations. 60s. London: 
Bailliére, Tindall and Cox Ltd. 1958. 


This book deals with labour and its complications and the authors, 
who are attached to the University of Michigan Medical School, 
set out ‘to make available a concise delineation of basic factors 
and mechanisms involved in human parturition’. Moreover, 
the authors state in their preface that they believe the material 


CORRESPONDENCE 


THE HALF-CROWN NOTIFICATION FEE 


To the Editor: | am sorry to have to cross swords with Dr. Lomax? 
of Kroonstad, who pleads for a rise in the fee for notification of 
infectious diseases from 2s. 6d. to 7s. 6d. 

The purpose of such notification is to enable the Public Health 
authorities to ‘keep track’ of the infectious diseases, and the 
filling-in of the form really requires so little time that this could 
surely be given without thought of remuneration. 
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presented can play an important part in student training and it is 
also their intent that the book should serve as a convenient guide 
for the practitioner attending women in labour. 

In my opinion this is a most unsatisfactory book for both 
student and practitioner. Throughout the entire book facts are 
presented in tabular form and make most irritating reading. 
No student can possibly study midwifery from a synopsis like 
this—even though he may use it only to complement his standard 
text-bcok. Similarly, the practising doctor would rather turn: 
to a small work written in coherent and readable prose. 

This small book of only 248 pages costs 60 shillings overseas 
(and perhaps more in South Africa). 


SIR CHARLES BELL 


Sir Charies Bell—His Life and Times. By Sir Gordon Gordon- 
Taylor, K.B.E., C.B., F.R.C.S. and E. W. Walls, M.D., Ch.B.. 
B.Sc., F.R.S. (Ed.). Pp. xii+288. 49 Illustrations. 42s. net+-2s. 
Postage Abroad. Edinburgh and London: E. & S. Livingstone 
Ltd. 1958. 


The first half of the 19th century was an exciting and fascinating 
period of British history. It was the world of the eccentric Georges, 
regency bucks, and great figures in literature, art, music, drama, 
politics and science. The authors paint this decor in vivid colours 
and then lead the gramatis persona on to the stage. Sir Charles 
Bell is remembered as anatomist, physiologist, surgeon, artist 
and philosopher. In each of these roles his performance was 
distinguished. 

As the biographers unfold the life of Sir Charles Bell for us, 
we are given brief, penetrating glimpses of the anatomy schools 
of London and the body snatchers, resurrectionists and sack- 
*em-up men, and later the practice of surgery of that era. The 
drama of the discovery of the function of the nerve roots and the 
claims of Bell, Magendie and Mayo as to precedence, is accurately 
and fairly presented. 

It is fitting that the biographers are Bell’s countrymen and also 
distinguished ‘Middlesex Men’. 


E.M.S. 


MS. 
CARDIOLOGY 


Basic Cardiology. By T. E. Gumpert, M.B., Ch.B. (Sheff.), 
F.R.C.P. (Lond.). Pp. vii+168. 72 Illustrations. 25s. Od. 
Bristol: John Wright & Sons Ltd. 1958. 


This book is written primarily for medical students and has a 
small place in the ever-increasing number of books on cardio- 
logy. The author attempts to cover the field of cardiovascular 
disease in a few short chapters, high-lighting the important features 
that the student is expected to digest and know. 

It is a pity that otherwize excellent electrocardiographic re- 
productions are marred by careless labelling. Also in a book of 
this kind, one does not expect so many controversial statements. 
For example, in discussing the indications for mitral valvotomy, 
the author regards the presence of a Graham Steell murmur as a 
contra-indication to valvotomy. Calcification of the mitral valve 
or cardiac enlargement are likewise regarded as contra-indications. 
Few people would agree with these statements and students, in 
particular, should not be so instructed. Several other examples 
could be given, such as a statement that in pure pulmonary stenosis 
anastomosis of the subclavian artery to the pulmonary artery has 
been used as a method of treatment, when this type of operation 
is strongly contra-indicated. Patency of the auricular septum is 
confused with foramen ovale. These and other glaring examples 
mar the value of the book. ¥.a. 
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On the other hand the general practitioner has a very definite 
platform for a general rise in the visiting fees especially in the 
large cities, and it might be more expedient to concentrate on 


this issue. 
A. D. Bensusan 
7 St. Paul’s Road, Houghton 
Johannesburg 
8 December 1958 


1. Lomax, F. A. (1958): S. Afr. Med. J., 32, 1184. 
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